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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 39. Gynecologic Surgery 
2. Preoperative and Post- 21. Heart 40. Vascular Surgery 
operative Therapy 22. Esophagus 41. Arteries 
3. Surgical Technic 23. Breast 42. Veins 
4. Surgical Infections 24. Diaphragm 43. Orthopedic Surgery 
5. Tumors 25. Abdominal Surgery 44. Fractures 
6. Neurosurgery 26. Abdominal Wall 45. Dislocations 
. Skull 27. Hernia 46. Bones 
8. Brain 28. Peritoneum 47. Joints 
9, Spine and Spinal Cord 29. Stomach and Duode- 48. Tendons 
10. Peripheral Nerves num 49. Amputations 
11. Sympathetic Nervous 30. Small Intestines 50. Traumatic Surgery 
System 31. Appendix 51. Burns 
12. Head and Neck 32. Colon and Rectum §2. Shock 
13. Oral Surgery 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus 54. Wounds 
1S. Thyroid and Parathyroid 35. Liver and Biliary 55. Military Surgery 
16. Thoracic Surgery Tract 56. Experimental Surgery 
17. Chest Wall 36. Pancreas 57. Miscellaneous 
18. Pleura 37. Spleen 58. Book Reviews 
19. Lung 38. Genito-Urinary Surgery 59. Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 

The suggestions and comments of our readers will be gratefully received. 

Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 


Published Quarterly by 


WASHINGTON rITUTE OF MEDICINE 
1720 M Street, ington 6, D 


ADVERTIS 
2000 Connecticut Aven 


Subscription rate: $11 


Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washington, D. C., under the Act of March 3, 1879. 
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Preoperative and Postoperative 
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Correction of Hypoproteinemia by the Administration of Plasma and 
Blood. J. Garrott Allen, George Bogardus, William Egner and Dal- 
las B. Phemister, University of Chicago, Chicago, Ill. Surg... Gynec. 
& Obst. 86:604-16, May 1948. 
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ilton Bailey, Royal Northern Hospital, London, England. Brit. M. J. 
4551: 594-97, Mar. 27, 1948. 
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ville. Ark. J. A. M. A. 137:352-54, May 22, 1948. 
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See Index for Related Articles 


6. Neurosurgery 


See Index for Related Articles 
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7. Skull 
See Index for Related Articles 


8. Brain 


SURGICAL EXPERIENCE WITH TUMORS OF THE PITUITARY 
GLAND. 


Francis C. Grant, Philadelphia, Pa. J. A. M. A. 136:668-72, Mar. 6, 
1948. 


Results of combined roentgen and surgical therapy of one hundred 
and one tumors of the pituitary gland are discussed. These were either 
intrasellar adenomas or extrasellar craniopharyngiomas. The two groups 
differ in their symptomatology and response to treatment and are consid- 
ered separately. The chief object of treatment is the preservation or res- 
toration of vision as the glandular pathology cannot be materially 
improved. 

Pituitary adenomas are the more favorable type for either treatment. 
In this series ten adenomas were of the eosinophilic variety (six with def- 
inite acromegaly). Little or no change in the acromegalic symptoms fol- 
lowed combined irradiation and surgical therapy. Menstrual disturbance 
was only restored to normal in | of 41 female patients by the combined 
treatment but mild sexual improvement occurred in 2 of the younger male 
patients. Irradiation therapy is indicated for cases having 6/9 visual acuity 
in each eye without advanced atrophy of the optic nerve regardless of changes 
in the visual field or sella. Surgery must be considered if the visual 
acuity is less tia 6/9 in either eye, especially if the visual impairment 
has rapidly progressed and if there is pronounced optic nerve atrophy in 
either eye. Removal of the gland promptly relieves pressure on the optic 
nerve with more complete restoration or preservation of vision. In this se- 
ries 24 cases received no irradiation treatment and 31 patients received both 
types of treatment. In the first group, good results were obtained in 14 
eases and unsatisfactory in 10. Visual efficiency increased an average of 
58 per cent in a five year follow-up of the 14 cases but only 29 to 44 per 
cent in the 10 cases. Visual acuity over a five year period improved 32 to 
68 per cent in 19 and 31 to 54 per cent in 12 of the 31 cases who received 
the combined treatment. The surgical mortality was 9.4 per cent. 

Surgery is indicated for craniopharyngiomas because they do not seem 
to respond to irradiation. These cases have many complications. There was 
an operative mortality of 25 per cent in 30 cases in this series and a 35 
per cent case mortality. The problem in operating these cases is to avoid 
hyperthermia from hypothalmic damage and prevent complete glandular 
collapse or damage to the carotid artery. This series of cases showed that 
better results are obtained in treatment of eosinophilic and chromophobic 
types of adenomas of the pituitary gland by combined surgical and irra- 
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diation therapy than by surgical treatment alone. Craniopharyngiomas are 
not radiosensitive and have a poor prognosis, surgical treatment having a 
high mortality. 1 reference. 3 tables. 


BENIGN CYSTS OF THE BRAIN. AN ANALYSIS WITH COM- 
PARISON OF RESULTS OF OPERATIVE AND NON-OPERATIVE 
TREATMENT IN THIRTY CASES. 


John H. Drew and Francis C. Grant, Hospital of the University of 
Pennsylvania, Philadelphia, Pa. J. Neurosurg. 5:107-23, March 1948. 


In this series 20 patients were operated upon and conservative non- 
operative therapy was used in the other 10. It has been showed that sur- 
gery is warranted in selected epileptic cases but should not be undertaken 
until after thorough physiologic and clinical studies. Many neurosurgeons 
cannot make all the tests for such cases but air studies are available for 
all. Operation is considered justifiable without more detailed studies if a 
brain cyst is localized by air studies and neurologic signs indicate a lesion 
on the same side as the cyst. Improvement in symptoms after surgery may 
result from relief of tension on the surrounding cortex caused by scar tis- 
sue on the cyst roof. Definite scarred areas were found in 6 patients. 

Twenty-three of these patients had a definite history of etiologic agent 
such as trauma or severe infection. Gross mental deficiency was present 
in 50 per cent of the patients. This was apparently related to natal or im- 
mediate postnatal trauma. There was no apparent relationship between ab- 
sence of known etiologic factors and postoperative freedom from attacks in 
these cases. There was a mortality of 15 per cent in this series but this 
does not contraindicate surgery because all 3 operative deaths were pre- 
ventable, 2 being from intraventricular hemorrhage and 1 from postoper- 
alive meningitis. Three patients with no previous history of trauma or in- 
fection were free of convulsions after operation. It is believed unlikely 
that atropic and cystic areas were caused by localized anemia during con- 
vulsions as there would then have been no postoperative improvement. 

Follow-up studies over an average of 7.9 years showed that some im- 
provement occurred in all the operated cases; 9 were free of convulsions 
but the symptoms increased in all nonoperated patients. Patients who re- 
ceived early cranial injury were not as much benefited by operation as those 
injured later in life. Only 50 per cent of patients in whom the cyst and 
wall were completely removed showed marked improvement but 60 per cent 
of those having less radical operations were greatly improved. A suggested 
explanation of this improvement in both groups is the partial relief of ten- 
sion through destruction of the cyst roof. This indicates that radical op- 
eration with destruction of normal essential brain substance is perhaps un- 
justified in these cases. 22 references. 2 tables. 

(This paper concerns only cerebral cicatrix with cyst formation and 
does not include the benign, neoplastic cysts.—c. P.) 
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References to Current Articles 


The Use of Polythene Film as a Dural Substitute. An Experimental and 
Clinical Study. M. Hunter Brown, John H. Grindlay and Winchell 
McK. Craig, Mayo Clinic and Mayo Foundation, Rochester, Minn. 
Surg., Gynec. & Obst. 86:663-68, June 1948. 


9. Spine and Spinal Cord 


AN EVALUATION OF CURARE IN SPASTICITY DUE TO SPI- 
NAL-CORD INJURIES. 


Robert A. Kuhn and Donald S. Bickers, Framingham, Mass. New Eng- 
land J. Med. 238:615-22, Apr. 29, 1948. 


Since recent reports have indicated that curare might offer valuable 
aid in the amelioration of spastic paraplegia and paraparesis, 34 patients 
with traumatic lesions of the spinal cord were studied in an attempt to eval- 
uate its use in spasticity due to such injuries. Levels of cord injury ranged 
from the fifth cervical to the tenth thoracic segment. Nine men had suf- 
fered partial lesions of the cord and 25 demonstrated clinical evidence of 
complete transection. Two independent series were conducted. Seventeen 
patients received intramuscular injections of 175 units (1 ec.) of d-Tubo- 
curarine chloride in oil and white wax every forty-eight hours for ten doses, 
and 17 were given an equal volume of physiologic saline solution intra- 
muscularly throughout the same treatment period. No attempt was made 
to isolate the men under treatment. The distribution of controls or drug 
injections in each series remained unknown to the observer until all injec- 
tions had been completed and his written report submitted. Patients were 
told only that they were receiving “medicine for spasms” and elaborate 
precautions were taken to insure that no suspicion arose concerning the type 
of medication being given. 

Clinical observations by doctors, physiotherapists and nurses, and sub- 
jective reports by the patients were accorded most weight in evaluation of 
the results obtained. Clinical estimates were based upon observation of the 
patients’ ability to ambulate and maneuver between bed and wheel-chair; 
response of the spastic extremities to pinprick and other stimuli; resistance 
of the extremities to passive motion. Difficulties inherent in the objective 
measurement of degree of spasm were pointed out. Four illustrative case 
reports were presented. 

Amelioration of spasms was apparently obtained in 7 of the 34 pa- 
lients. Three of these patients were receiving curare; 4 were receiving sal- 
ine solution. The degree of estimated improvement varied but the most 
marked relief occurred in 2 patients in the latter group. In none of the 
patients was improvement so marked as to justify continued administration 
of curare. Twenty-seven patients were unimproved; 14 of these had received 
curare; 13 had received physiologic saline solution. Toxic symptoms were 
frequent and misleading. Manifestations of such symptoms by patients in 
the control group were usually indistinguishable from the complaints of 
patients actually receiving curare and frequently led to incorrect estimates 
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of the type of medication being administered. The importance of sugges- 
tion is strikingly emphasized by the patients who were given physiologic 
saline solution. Marked alleviation of spasm demonstrated the facility with 
which suggestion completely obviated clinical observation and stresses the 
need for controlled trial of any new drug in these patients. 

The authors conclude that no beneficial effects relating to the relief of 
spasms in paraplegic or paraparetic patients were obtained by the intra- 
muscular injection of d-Tubocurarine in oil and white wax. In neither of 
the injection series were the observers able to estimate correctly which pa- 
tients were receiving d-Tubocurarine and which were receiving saline solu- 
tion. The role played by suggestibility in therapy of this type of patient 
was clearly demonstrated. 33 references. 1 table. 

Author's abstract. 


THE OCCURRENCE OF EXTENSOR SPASM IN PATIENTS WITH 
COMPLETE TRANSECTION OF THE SPINAL CORD. 

Martin B. Macht, Ph.D. and Robert A. Kuhn, Cushing Veterans Ad- 
ministration Hospital, Framingham, Mass. New England J. Med. 238:311- 
14, Mar. 4, 1948. 

Since the work of Head and Riddoch (1917), indicating that flexor 
spasms of the lower extremities and the mass of reflex are the only patterns 
of involuntary activity in skeletal muscle groups showed by patients with 
complete severance of the cord, the absence of extensor spasm in muscle 
groups below the level of transection has been one of the chief criteria for 
a diagnosis of complete diversion of the cord. Twenty-seven verified cases 
of complete transection of the spinal cord were studied, complete examina- 
tions being possible two or more years after transection. The levels of tran- 
section ranged from the second to the twelfth dorsal vertebra. Predom- 
inant extensor spasm with flexor components was exhibited by 19 patients: 
flexor spasm alone by 2; equal flexor and extensor spasms by 2; complete 
flaccidity below the level of the lesion in 5. From this study the conclusion 
may be drawn that while a patient with a complete spinal lesion passes 
through a period in which only flexion reflexes are active; there is often 
progression to a stage of activity characterized by extensor reflexes which 
frequently amount to extensor spasm. Extensor spasm in skeletal muscles 
which are innervated below the level of transection does not constitute con- 
clusive proof of an incomplete division of the human spinal cord. 14 ref- 
erences. 1 table. 


References to Current Articles 

Discrepancies in Myelography. Statistical Survey of 200 Operative Cases 
Hartford, Conn., William Henry Moretz, Salt Lake City, Utah 
and Walter Douglas Hankins, Johnson City, Tenn. Surg., Gynec. & 
Obst. 86:559-64, May 1948. 

Studies Upon Spinal Cord Injuries. III. Altered Reflex Activity. John 
Martin and Loyal Davis, Northwestern University Medical School. 
Chicago, Ill. Surg., Gynec. & Obst. 86:535-42, May 1948. 
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10. Peripheral Nerves 


CONCERNING SURGICAL TREATMENT OF TRAUMATIC IN- 
JURY OF THE UPPER DIVISION OF THE BRACHIAL PLEXUS 
(ERB’S-TYPE). 


Alexander Lurje, Blaugushin’s Hospital, Moscow, U.S.S.R. Ann. Surg. 
127:317-26, February 1948. 


In cases of injury of the upper primary fasciculus of the brachial plex- 
us, the treatment of choice is direct suturing after resection of neuroma and 
removal of scar tissue. In his experience in 82 operations on the brachial 
plexus, the author has found that in some cases the nerve defect after re- 
moval of scar tissue and neuroma is too large for successful direct sutur- 
ing. The use of transplants in such cases, also does not seem to be indi- 
cated. In some cases it is possible to employ implantation of some neigh- 
boring nerve as a neurotizer into the peripheral end of the injured upper 
primary fasciculus but in some cases of extensive damage these nerves can- 
not be employed successfully. In such cases with considerable destruction 
of the upper primary fasciculus resulting in the Erb’s-type of paralysis, 
the author has found by study of the topography of the nerves on 100 ca- 
davers, that n. thoracalis longus, n. thoracalis anterior, rami tricipitis of 
the n. radialis and n. subscapularis can be used as neurotizers for the in- 
jured nerves, if these donor nerves have a sufficient number of intact fibers. 

A case of Erb’s paralysis in a young woman 20 years of age, injured 
on the left side by a bomb fragment, is reported in which n. thoracalis lon- 
gus was employed for neurotization of the peripheral end of n. suprascapu- 
laris, n. thoracalis anterior for the peripheral end of n. musculocutaneus 
and rami tricipitis of n. radialis for the distal end of n. axillaris, with good 
return of function. Return of physiologic function in this case was noted 
hefore regeneration of the nerves could be demonstrated by the use of or- 
dinary chronaxymeters. Before such an operation, the potential capacity 
of the donor nerves and the complete degeneration of the recipient nerves 
must be demonstrated by clinical and electrophysiologic examination. Elec- 
trophysiologic examination should also be repeated during the operation. 
10 references. 1] table. 8 figures. 1 chart. 


SURGERY OF THE SEVENTH NERVE. 


Thomas G. Tickle, New York, N. Y. J. A. M. A. 136:969-72, Apr. 
10, 1948. 


Cases of paralysis of the seventh nerve may follow injury or toxic 
infection, the latter including facial nerve paralysis after. acute otitis 
media, acute or chronic mastoiditis, labyrinthitis and Bell’s palsy. Suit- 
ability of a case for operation is determined by the reaction to faradic 
stimulation and by the judgment of the author, on experience with several 
hundred such cases. A patient who does not respond to faradic stimulation 
and the angle of whose mouth droops in repose should be given surgical 
treatment. When the angles of the mouth are about even, some connection 
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remains between the nerve segments above and below the injury. Patients 
who have lost their faradic response may recover voluntary motion in a few 
months. The decision for treatment is largely dependent upon the history 
of the case, when the paralysis first appeared and whether or not it was 
complete. Complete facial paralysis immediately after a mastoidectomy 
means that the nerve is seriously damaged or severed. The nerve should 
be exposed and inspected in these cases when faradic stimulation is lost 
within seventy-two hours. The importance of using some kind of magnify- 
ing glass in this operation is emphasized. Preoperative paralysis is more 
common in chronic than acute suppurative mastoiditis. 

Preoperative paralysis of the facial nerve is not necessarily an indi- 
cation for operation because it usually results from edema or toxic neu- 
ritis. Operation is indicated however if the faradic response is quickly lost 
and there are any signs of mastoid involvement. Decompression of the fa- 
cial nerve should be considered if the paralysis continues more than two 
months after a simple mastoidectomy. Radical mastoidectomy is indicated 
when the paralysis follows chronic suppurative otitis media. The question 
of decompression of the nerve in these cases is still unsettled. When de- 
compression is done, the nerve should be uncovered from the stylomastoid 
foramen to the geniculate ganglion and the sheath slit the entire distance. 
The prognosis in these cases is much more serious than in cases of acute 
suppurative mastoiditis, especially if conservative treatment is used. 

Types of operation used in cases of injury to the facial nerve any- 
where between the geniculate ganglion and the face are discussed. They 
are decompression, end to end anastomosis and nerve grafting. The nerve 
graft is preferred to the end to end anastomosis when the nerve has been 
severed. The type of nerve used for the graft is unimportant but the size 
is important as unsatisfactory results may follow using too large a nerve. 
An infected wound is not a contraindication to nerve decompression 
or graft, experience having showed equally good results whether infection 
was present or not. Operation is useless in cases not responding to galvanic 
stimulation. The 10 to 15 per cent of cases of Bell’s palsy who do not 
recover spontaneously should be operated upon. Return of function is al- 
ways slow. The frontalis muscle practically always remains paralyzed. Ele- 
vation of the upper lip on the paralyzed side is not always equal to the well 
side. 5 references. 

References to Current Articles 

Neurinoma of the Deep Left Laterocervical Region with Bernard-Horner 
Syndrome (Neurinoma della regione latero-cervicale profonda sinis- 
tra con sindrome di Bernard-Horner). Giacoma Giangrasso, Rome, 
Italy. Ann. ital. di chir. 24:246-60, Fasc. 5-6, 1947. 

Section of the External Popliteal Branch of the Sciatic Nerve at Its Ter- 
mination on a Level with the Head of the Peroneal Nerve. Rapid Heal- 
ing After Suture (Section du sciatique poplité externe ad sa terminai- 
son au niveau de la téte du péroné. Guérison rapide aprés suture). 
Feyre, Paris, France. Mém. Acad. de chir. 74:41-43, Nos. 1 & 2, 
1948. 
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Tendon Transplantation for Radial Paralysis. Factors Influencing the Re- 
sults of Tendon Transplantation. L. A. Saikku, Invalid Hospital of 
the Finnish Red Cross, Helsinki, Finland. Acta chir. Seandinav. 96: 
14-121, Suppl. 132, 1947. 


11. Sympathetic Nervous System 


RESIDUAL SYMPATHETIC PATHWAYS AFTER PARAVERTE- 
BRAL SYMPATHECTOMY. 


Bronson S. Ray and A. Dale Console, Cornell University Medical Col- 
lege. New York, N. Y. J. Neurosurg. 5:23-50, January 1948. 


The evidence of residual or returning sympathetic activity in an area 
of the body presumably sympathectomized has usually been attributed to 
a technical error in the operation of paravertebral sympathectomy or to 
regeneration of divided sympathetic nerves; failure of sympathectomy to 
produce permanent vasodilatation has been attributed to local vascu- 
lar faults, the development of intrinsic tone and the sensitization of blood 
vessels to circulating adrenalin. In a study of 291 sympathectomies in 151 
patients by the measurement of the skin resistance, it was showed that the 
lower extremity cannot be completely denervated by paravertebral sympa- 
thectomy regardless of the extent of the operation. Residual sympathetic 
activity persists in dermatomes T12 to L3 though immediately following 
sympathectomy and up to three months thereafter; these areas may appear 
to be completely sympathectomized. The residual sympathetic activity in 
dermatomes T12 to L3 following paravertebral sympathectomy can be abol- 
ished by spinal anesthesia which produces an anesthetic level as high as 
T12 or higher. This indicates the presence of sympathetic nerves from the 
cord to the T12 to L3 area which traverse pathways other than the para- 
vertebral chain. If the anterior spinal nerve roots T12, L1 and L2 are di- 
vided in conjunction with paravertebral sympathectomy, there is no evi- 
dence of any residual sympathetic activity in the T12 to L3 dermatomes. 
From this and other evidence it is believed that the sympathetic nerves that 
supply the area T12 to L3 have their postganglionic cell bodies not in the 
paravertebral chain but probably along spinal nerves. 

It is concluded that: (1) after excision of the paravertebral gangli- 
onated chain, regardless of the extent of the excision, residual sympathetic 
pathways remain; (2) these pathways do not pass through any part of the 
paravertebral sympathetic chain; (3) sympathetic activity is present in all 
patients after standard sympathectomies in the T12 to L3 dermatomes and 
may be interrupted by anterior rhizotomy, spinal anesthesia, TEA and pro- 
caine block or division of the lumbar nerves; (4) there may be similar 
pathways distributed to the face, the lower sacral dermatomes, the axilla 
and Tl, T2 dermatomes and scattered areas on the trunk; (5) after para- 
vertebral sympathectomy these areas become manifest only after a process 
of readjustment takes place; (6) incomplete denervation may mimic a com- 
plete denervation for a period up to three months: (7) returning sympa- 
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thetic activity within this period is due to readjustment (later return may 
be due to the same mechanism, to invasion by fibers from adjacent unde- 
nervated areas or regeneration; (8) it is doubtful if any of the present 
methods of sympathectomy result in a complete interruption of sym- 
pathetic pathways (similarly performed sympathectomies may not result in 
a similar degree of denervation and this may account in part for the in- 
consistent and transient results of sympathectomy). 29 references. 1 table. 


12 figures. 


Author's abstract. 
References to Current Articles 


The Selection of Patients for Thoracolumbar Sympathectomy. Description 
of a Set of Rules for the Elimination of Failures and Fatalities. J. 
William Hinton and Jere W. Lord, Jr.. New York, N. Y. Ann. Surg. 
127:681-84, April 1948. 

Hypertension Treated by Nephrectomy. Joseph G. Moore, University of 
Pittsburgh and Medical Center, Pittsburgh, Pa. J. Urol. 59:297-301, 
March 1948. 

Sympathetic Innervation of the Heart in Man. Preliminary Observations of 
the Effect of Thoracic Sympathectomy on Heart Rate. Earle M. Chap- 
man, Dera Kinsey, W. P. Chapman and Reginald H. Smithwick, Bos- 
ton, Mass. J. A. M. A. 137:579-84, June 12, 1948. 

Progress in Surgery of the Autonomic Nervous System, 1943-1946. James 
C. White, Harvard Medical School, Boston, Mass. Surgery 23:834- 
62, May 1948. 

Arterial and Venous Hypertensive States Benefited by Surgical Intervention. 
Jere W. Lord, Jr., New York, N. Y. Surgery 23:550-60, March 1948. 

Indications for Sympathectomy in the Treatment of Hypertension. Thomas 
Findley, Tulane University School of Medicine and Ochsner Clinic. 
New Orleans, La. Surgery 23:639-44, April 1948. 

The Pathogenesis of Diastolic Hypertension. Peter Heinbecker, Washing- 
ton University School of Medicine, St. Louis, Mo. Surgery 23:618- 
38, April 1948. 


12. Head and Neck 


References to Current Articles 
Characteristics of Mixed Tumors of the Parotid Gland Growing in Vitro. 
Benedict V. Favata, University of Rochester School of Medicine, 
Rochester, N. Y. Surg., Gynec. & Obst. 86:659-62, June 1948. 
The Treatment of Hemangiomas of the Head and Neck. Frederick A. Figi, 
Mayo Clinic, Rochester, Minn. Plast. & Reconstruct. Surg. 3:1-10, 
January 1948. 
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13. Oral Surgery 


References to Current Articles 


Surgical Correction of Developmental Deformities of the Mandible. Reed 
QO. Dingman, University Hospital, Ann Arbor, Mich. Plast. & Recon- 
struct. Surg. 3:124-46. March 1948. 


14+. Plastic Surgery 


PLASTIC REPAIR OF THE EXTREMITIES BY NON-TUBULATED 
PEDICLE SKIN FLAPS. 


John Marquis Converse, New York University College of Medicine, 


New York, N. Y. J. Bone & Joint Surg. 30-A:163-94, January 1948. 


Observations on a series of 781 pedicle-flap operations showing the 
indications, applications and technic of nontubulated pedicle flaps are pre- 
sented. Skin grafting is the immediate transplanting of skin whereas ped- 
icle flap is intermediate skin transplantation because the pedicle provides 
nutrition to the flap and aids its survival. Skin flaps are indicated when 
skin grafts are unsatisfactory. Free skin grafts are unsuited for covering 
densely scarred areas. bone or tendons, in peripheral nerve surgery 
and when secondary operations in the repaired area are necessary. Skin 
flaps may be local, from the immediate vicinity or from a distance. Use- 
fulness of local flaps is limited by the size of the defect and type of sur- 
rounding tissue. Local flaps tend to necrose under tension. Flaps from a 
distance may be direct or indirect and open or closed, the latter indicating 
the presence or absence of a raw area on the undersurface. The vitality 
of these flaps is doubtful when their length is more than one and a half 
times their width, when they must be twisted or kinked and when they must 
be cut across the direction of the blood supply. Delayed flaps should be 
used in such cases. The cutaneous scar does not indicate the actual size of 
the defect because of skin contraction. A scarred surface should therefore 
be widely excised in order to remove all subcutaneous sear tissue. Flaps 
should be planned for minimal discomfort. 

Each wound must be carefully considered before operation. Contrain- 
dications to the flap operation are redness and edema of the wound mar- 
gins, fever, profuse discharge and presence of hemolytic-streptococcus in 
the wound. Penicillin is given these cases, moist pressure dressings are 
applied over and below the wound and the immobilized extremity elevated. 
Plaster casts are bivalved to permit change of dressings instead of using 
a window which leads to wound edema. Discharging pus indicates infec- 
tion and necrosis. A flap should not be applied to such a wound unless all 
devitalized tissue can be removed so there are no wound recesses and the 
flap can be laid flat without dead space beneath. It is especially important 
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to control suppuration from wounds of compound leg fractures as there is 
no adequate posterior drainage. All devitalized bone must be surgically 
removed before applying a flap. 

The technic of flap transfer from a distance is described. Failures 
may result from necrosis, infection or improper postoperative care. Ped- 
icle skin flaps are especially useful in covering denuded bone. The flap 
treatment of compound fractures is discussed. These flaps are frequently 
used to cover tendons and peripheral nerve lesions. These operations often 
are done in one stage instead of two. 5 references. 1 table. 36 figures. 

(This is an outstanding contribution in reconstruction surgery. The 
reader should refer to the original article because of the excellent diagrams 
and photographs to fully appreciate this work which would properly fit 
into a section on reconstruction surgery in a comprehensive textbook or sys- 
tem of surgery.—H. P. J.) 


RECONSTRUCTION OF THE BURNED HAND. 


Radford C. Tanzer, Dartmouth Medical School, Hanover, N. H. New 
England J. Med. 238:687-91, May 13, 1948. 


Reconstruction of the burned hand starts with the initial dress- 
ing which includes minimal debridement and application of firm, even pres- 
sure with the fingers spread and partially flexed with the thumb in opposi- 
tion. Granulating areas should be resurfaced as soon as possible and the 
hand mobilized in order to minimize edema and to maintain joint action. 
Incipient contractures can be corrected by proper positioning of digits on 
a light splint with gentle elastic traction at strategic points. Often the pri- 
mary resurfacing proves satisfactory and no further replacement is needed. 
The principal indication for permanent resurfacing is the presence of con- 
stricting or unstable scar. A most satisfactory type of coverage is the split- 
thickness skin graft which gives adequate stability, does not contract unduly 
and in most instances furnishes inconspicuous color tone. Grafts approxi- 
mately 0.022 inch in thickness are implanted, with suture lines placed so 
as to avoid contractures. Lines extending across expanding and contracting 
portions of joints are avoided if possible. The grafts are trimmed to fit 
the defect accurately and are sutured without overlapping. Only in the 
most severe burns are direct pedicle flaps from the abdomen necessary for 
resurfacing. 

Interdigital web contractures are an almost constant finding in severe 
burns. They can be corrected simply by rotating a rectangular flap from 
the lateral aspect of an adjacent proximal phalanx, using the flap to fill 
the site of excision of the scar band, and free grafting the side of the finger, 
(Plast. & Reconstruct. Surg. 3:434, July 1948). . Residual joint contrac- 
tures may be produced by lack of splinting or by improper splinting, par- 
ticularly immobilization on a flat splint. If corrective splinting fails to 
overcome the deformity, capsulectomy may improve position and, if this is 
ineffective, fusion is indicated. Flattening of the thumb with adduction con- 
tracture may be minimized by early and effective splinting but if skin loss 
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has been significant a free graft is necessary to permit adequate abduction. 

In the case of prolonged contractures the abductors will have become so 

shortened and fibrotic that a reattachment of the adductors more proxi- 

mally on the first metacarpal bone is required. 6 references. 7 figures. 
Author’s abstract. 
(A good article on the problem of reconstruction of the burned hand.— 

H. P. J.) 

References to Current Articles 

Plastic Surgical Repair of Facial Paralysis. Paul W. Greeley, University 
of Illinois College of Medicine, Chicago, Ill. Arch. Surg. 56:132-37, 
February 1948. 

Langers Lines and Facial Sears. Leonard R. Rubin, Kings County Hos- 
pital, Brooklyn, N. Y. Plast. & Reconstruct. Surg. 3:147-55, March 
1948. 

Hemangioma. An Evaluation of Treatment by Injection and Surgery. Neal 
Owens and Kathryn L. Stephenson, New Orleans, La. Plast. & Recon- 
struct. Surg. 3:109-23, March 1948. 

Amputation Versus Transposition of Gland and Nipple in Mammaplasty. 
Jacques W. Maliniac, New York, N. Y. Plast. & Reconstruct. Surg. 
3:37-51, January 1948. 

Anaphylaxis and the Homotransplantation of Skin. Donald E. Barker, 
Philadelphia, Pa. Plast. & Reconstruct. Surg. 3:34-36, January 1948. 

Stein-Estlander-Abbe Operation. A Centenary in Plastic Surgery. Poul 
Fogh-Andersen, Copenhagen, Denmark. Plast. & Reconstruct. Surg. 
3:186-88, March 1948. 

Radical Excision and Skin Grafting of Leg Ulcers. David Teplitsky, Ray- 
mond N. Shapiro and George W. Robertson, Kings County Hospital, 
Brooklyn. N. Y. Plast. & Reconstruct. Surg. 3:189-96, March 1948. 


15. Thyroid and Parathyroid 


AN EVALUATION OF ROUTINE EXPOSURE OF THE RECUR- 
RENT NERVES DURING THYROID OPERATIONS. 


Richard B. Cattell, Lahey Clinic, Boston, Mass. West. J. Surg. 56: 
77-81. February 1948. 


Routine exposure of the recurrent laryngeal nerves during thyroid op- 
erations offers the most satisfactory means of protecting these struc- 
tures from injury. Unilateral injury of the nerve occurs with sufficient fre- 
quency during thyroidectomy that a positive means of protection is advan- 
tageous. Routine exposure was suggested by Lahey in 1938 after an ex- 
tended trial and has been the routine procedure in all thyroid operations 
performed at the Lahey Clinic. During a ten year period from 1937 to 
1946, 9,338 thyroid operations were performed. Previous to routine ex- 
posure, the incidence of unilateral nerve injury was approximately 3 per 
cent and this was decreased to 0.7. In 750 cases prepared with antithyroid 
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drugs for subtotal thyroidectomy, unilateral nerve injuries occurred in 0.9 
per cent. These statistics demonstrate conclusively that the routine, in ex- 
perienced hands, does no harm, markedly reduces injury, protects and per- 
mits removal of as much thyroid tissue as is required which, further, avoids 
complications during and after surgery. The author recommends the rou- 
tine as an important part of safe thyroidectomy. 2 references. 

(While this procedure has not been adopted by many thyroid surgeons, 
undoubtedly it is of value and has emphasized the importance of protection 
of the recurrent laryngeal nerves.—£D.) 


MALIGNANT GOITER. LESSONS TO BE LEARNED FROM A 20 
YEAR FOLLOW-UP. 


Robertson Ward, University of California Medical School, San Fran- 
cisco, Calif. West. J. Surg. 55:383-88, July 1947. 


From a statistical study based upon 179 cases of cancer of the thy- 
roid gland it was concluded that the problem of malignant goiter is insep- 
arable from that of nodular goiter, as better understanding of toxic goiter 
tends to remove the latter from the realm of surgery. If cancer is to be 
treated, early operation is indicated in the following groups of nodular 
goiter: (1) solitary adenomas, especially the nontoxic variety, 14 to 24 
per cent of which show malignancy; (2) males with nodular goiter, for 
whom statistics have showed a 16.6 per cent rate of malignancy; (3) chil- 
dren with nodular goiter (figures for the University of California Hospital 
show that 40 per cent of the 10 children under the age of 15 operated on 
for nodular goiter had carcinoma). To these may naturally be added nod- 
ular goiters with recent development of growth or pressure symptoms in pa- 
tients with long-standing goiter. 

The author has largely abandoned enucleation and performs subtotal] 
lobectomy for all solitary tumors and all nodular goiters in males and chil- 
dren, obviating necessity of a secondary operation. Lateral aberrant thy- 
roid nodules should be removed by block dissection, including the homo- 
lateral lobe of the thyroid. Locally recurrent nodules should be treated by 
repeated operations; these nodules are particularly resistant to irradiation. 
If one knows or suspects the goiter to be malignant, it is advisable to have 
an intratracheal tube inserted before operation. Intravenous sodium pen- 
tothal with oxygen administration is the author’s preference of anesthesia, 
the use of inflammable gases being precluded by dependence upon the elec- 
trical knife and electrocoagulation. Decision as to the use of postoperative 
irradiation depends upon the gross and microscopic findings as to the pres- 
ence and degree of malignancy. It should probably be given when doubt 
exists concerning complete removal of neoplastic tissue, but is likely to be 
effective only for tumors of predominantly papillary design. 14 references. 


3 tables. 2 figures. Author’s abstract. 


(The conclusions of this writer are in general accord with the com- 
ments of men who have been particularly interested in this group of pa- 
tients.—ED. ) 
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THIOURACIL AND ALLIED DRUGS IN HYPERTHYROIDISM. 


Elmer C. Bartels, Lahey Clinic, Boston, Mass. New England J. Med. 
238:6-11, Jan. 1, 1948. 


The new antithyroid drugs can lower the basal metabolic rate of all 
patients who have primary hyperthyroidism or adenomatous goiter with hy- 
perthyroidism. As the metabolic rate falls there is gradual amelioration 
of all hyperthyroid signs and symptoms except those of the eye, if such 
signs were marked when treatment was begun. These drugs halt thyroxin 
production. If they are continued, myxedema results. They do not change 
the histologic picture and hyperplasia may even increase. Experiments in- 
dicate that these antithyroid substances act by preventing the synthesis of 
iodide to an active protein-bound hormone (di-iodotyrosine and thyroxin). 
They may interfere with the organic blending of iodide by inhibiting the 
peroxidase or thyroid enzyme system that oxidizes iodide to produce the 
protein-bound or active thyroxin molecule. The effective daily dose of thi- 
ouracil is 600 mg. Propylthiouracil is given in a dosage of 100 mg. every 
twelve hours; in some patients a single 200 mg. dose is given once a day. 
The toxicity of thiouracil is 9 per cent and that of propylthiouracil 1.6 
per cent. The latter is thus the drug of choice but it is dangerous since it 
may affect the white blood cells. 

Prolonged remission occurs in some patients with mild hyperthyroid- 
ism in whom the thyroid enlargement is slight. The duration of treatment 
has little to do with the duration of the remission, if the basal metabolic 
rate is normal when the drug is discontinued. There may be relapse in two 
to six months after reducing the dose or withdrawing antithyroid therapy 
in patients with severe hyperthyroidism and marked thyroid enlargement, 
in spite of prolonged therapy. By a carefully regulated daily dose of these 
drugs, hyperthyroidism can be adequately controlled. This involves peri- 
odic studies of the basal metabolism and the blood. If there is intercurrent 
illness, the dose must be further adjusted. There is a possibility of a re- 
action to the drugs. When treatment with these drugs is carefully done, 
subtotal thyroidectomy can be accomplished without risk and hyperthyroid 
reactions are eliminated. When the drugs are used as preoperative agents, 
they should be employed until full benefit is obtained. It is advisable to 
maintain certain patients at a normal metabolic level for at least a month 
before thyroidectomy. Patients receive propylthiouracil and Lugol’s solu- 
tion simultaneously from the onset of therapy. This delays ultimate recov- 
ery but the disadvantage is outweighed by the rapidity of clinical improve- 
ment. 9 references. 7 figures. 


References to Current Articles 


Treatment of Thyrotoxic Heart Disease by Methyl Thiouracil. W. E. Clark, 
Charing Cross Hospital and London Chest Hospital, London, England. 
Brit. M. J. 4551:597-99, Mar. 27. 1948. 
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16. ‘Thoracic Surgery 


References to Current Articles 


Bronchoscopic and Esophagoscopic Cinematography. Paul H. Holinger, 
George C. Anison and Kenneth C. Johnson, Chicago, Ill. J. Thoracic 
Surg. 17:178-88, April 1948. 

Peripheral Vascular Disease in the Lungs. Roentgenologic Manifestations. 
Robert P. Barden and David Cooper, Philadelphia, Pa. J. A. M. A. 
137:584-88, June 12, 1948. 

Collateral Ventilation. P. R. Baarsma and M. N. J. Dirken, University of 
Groningen, Groningen, Holland. J. Thoracic Surg. 17:238-51, April 
1948. 


Studies on Experimental Phosgene Poisoning. II. Pulmonary Artery Pres- 
sure in Phosgene-Poisoned Cats. Mary H. Gibbon, H. D. Bruner, Rob- 
ert D. Boche and John S. Lockwood, University of Pennsylvania, Phil- 
adelphia, Pa. J. Thoracic Surg. 17:264-73, April 1948. 

Collateral Ventilation in Man. P. R. Baarsma and M. N. J. Dirken, Uni- 
versity of Groningen, Groningen, Holland. J. Thoracic Surg. 17:252- 
63, April 1948. 


17. Chest Wall 


See Index for Related Articles 


18. Pleura 


See Index for Related Articles 


19. Lung 


ADENOMA OF THE BRONCHUS. REVIEW OF FIFTEEN CASES. 


Emil A. Naclerio and Lazaro Langer, New England Deaconess Hos- 
pital, Boston, Mass. Am. J. Surg. 75:532-47, April 1948. 


Fifteen cases were treated by pulmonary resection (pneumonectomy 
10; lobectomy 5). These tumors have come to be considered potentially 
invasive and malignant; benign adenoma does metastasize locally and even 
to distant structures. The salient features of bronchial adenoma and bron- 
chogenic carcinoma are presented in table form. The average age of pa- 
tients is 37.4 years; sex distribution is equal; duration of disease prior to 
surgery averages 5.9 years; clinically there are sudden, often profuse, hem- 
orrhages and intermittent episodes of pneumonitis; bronchiectasis is com- 
mon. Roentgenologically the tumor may not be visualized but shadows in- 
cident to obstruction are noted. Bronchoscopically the tumor is frequently 
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small, pedunculated and pink or yellow in color. The carina is sharp and 
mediastinum free and bleeding often follows biopsy. Metastases occur oc- 
casionally to regional lymph nodes but seldom to distant points. Almost 
all cases are amenable to surgical cure and the survival period is long. 


With bronchogenic carcinoma the average age is 53.2 years, duration 
of disease prior to surgery is 11.3 months and the ratio of males to females 
is 3.8:1. Bleeding is usually continuous in the form of blood streaked ma- 
terial and pulmonary complaints are progressive. The tumor is often visi- 
ble on roentgen examination, and bronchoscopically it is ordinarily irreg- 
ular, fungating, ulcerated, nonpedunculated and gray or grayish yellow in 
color. The carina is often blunted and the mediastinum fixed. Regional 
and distant metastases are common. Only 10 per cent are amenable to sur- 
gery and the survival period is short. In the same fifteen year period 305 


cases of pulmonary carcinoma and 15 cases of bronchial adenoma were 
treated. 


The most decisive single diagnostic aid for bronchial adenoma is bron- 
choscopy. Exploratory thoracotomy is felt to be justified when the diag- 
nosis cannot be substantiated by other methods. The primary treatment of 
choice is surgical removal by pneumonectomy or lobectomy. Bronchoscopic 
removal may be used for patients who refuse surgery or as a preoperative 
effort to promote drainage and relieve suppuration distal to the obstruc- 
tion. Radiation therapy is usually ineffective and carries with it the dan- 
ger of hemorrhage from bronchial wall necrosis and erosion of blood ves- 
sels. There is no mention of any mortality although all 15 patients are said 
to have been cured. 9 references. 1 table. 15 figures. 


References to Current Articles 


Bronchiectasis Following Aspiration of Timothy Grass. Report of Eight 
Cases. Max G. Carter, Boston City Hospital and Kenneth J. Welch, 
Children’s Hospital, Boston, Mass. New England J. Med. 238:832- 
36, June 10, 1948. | 


Observations on the Use of Gelatin Sponge in Closure of Experimentally 
Produced Defects of the Bronchus. C. Rollins Hanlon, John Hopkins 
University, Baltimore, Md. Surg., Gynec. & Obst. 86:551-58, May 
1948. 

A Study of Variations of the Bronchopulmonary Segments of the Right 
Upper Lobe. J. G. Scannell, Boston, Mass. and E. A. Boyden, Minne- 
apolis, Minn. J. Thoracic Surg. 17:232-37, April 1948. 

The Localization of Pulmonary Cavities by a Modified Roentgenographic 
Technique. Joseph Gordon, Ray Brook State Tuberculosis Hospital. 
Ray Brook, N. Y. J. Thoracic Surg. 17:274-79, April 1948. 

Cystic Disease of the Lungs. William Lister Rogers, San Francisco, Calif. 
West. J. Surg. 56:157-65, March 1948. 

The Surgical Aspect of Bronchiectasis. Walter Crandell, New York Uni- 
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Fatal Hemorrhage in Aberrant Lung Tissue. Report of a Case. F. Duden 
Hart and A. C. Jones, Westminster Hospital, London. Lancet 2:722- 
23, Nov. 15, 1947. In the case reported death was due to hemorrhage 
from aberrant lung tissue, the diagnosis was made only at autopsy. 
There was no bronchus connecting the aberrant lung tissue with the 
bronchial tree. This makes it difficult to interpret symptoms due to 
infection or hemorrhage in such aberrant lung tissue. 

The Breitman Test in Pulmonary Suppuration (La prova di Breitman nei 
suppuranti polmonari). Giuseppe Fojanini, Rome, Italy. Ann. ital. 
di chir. 24:311-20, Fase. 7-8, 1947. 

Histologic and Functional Alterations of the Kidney in Pulmonary Sup- 
puration (Alterazioni istologiche e funzionali dei reni nei suppuranti 
polmonari). Giorgio Montanari, Rome, Italy. Ann. ital. di chir. 24: 
495-510, Fase. 11-12, 1947. 

Hydatid Cysts of the Lung. W. W. Jolly, North Adelaide, South Australia. 
Clin. Rep. Adelaide Children’s Hosp. 1:48-54, November 1947. 
Pulmonary Echinococcus. Dry Retention of Membrane. Partial Lobectomy 
(Equinococosis pulmonar. Retencion seca de membrana. Lobectomia 
parcial). Juan Carlos del Campo and Eugenio P. Lasnier, Uruguay. 

Bol. Soc. cir. d. Uruguay 18:330-58, No. 3. 1947. 


20. Mediastinum 


BRONCHIOGENIC CYSTS OF THE MEDIASTINUM. 


Herbert C. Maier, Memorial Hospital, New York, N. Y. Ann. Surg. 
127:476-502, March 1948. 


Bronchiogenic cysts of the mediastinum are of embryologic origin, re- 
sulting from faulty development of the primitive foregut. They do not al- 
ways cause symptoms and may be found only by roentgenographic exam- 
ination of the chest or at autopsy. Even if they cause no symptoms in early 
life, symptoms may develop in adult life owing to a gradual increase in 
the size of the cyst and resultant pressure on adjacent structures. Bronchio- 
genic cysts are classified according to their location as paratracheal, car- 
inal, hilar, paraesophageal and miscellaneous. The majority of bronchio- 
genic cysts in which diagnosis is made in older children or in adults are 
of the hilar type. The carinal type of bronchiogenic cyst may cause res- 
piratory difficulty in infancy or later in childhood when a respiratory in- 
fection develops. Diagnosis of bronchiogenic cyst can usually be made by 
roentgen examination. The increasing use of routine roentgenograms of 
the chest in recent years has led to more frequent discovery of bronchio- 
genic cysts, even when asymptomatic. 

While the exact nature of a mediastinal tumor may not be determined 
by the roentgen examination, any such tumor should be removed un- 
less there is some definite contraindication to operation. If the patient’s 
general condition is unfavorable, he may be kept under observation if it 
is considered quite certain that the lesion is a benign cyst. For operation 
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on bronchiogenic cysts, the author prefers a posterolateral transpleural ap- 
proach. The cyst should be removed intact if possible but, if there are no 
signs of infection, opening the cyst and evacuation of its contents does not 
appear to be hazardous. This was done in 3 of the author’s cases without 
resulting pleural infection. In 1 case in which the cyst could not be re- 
moved intact, it was found that complete removal of the cyst wall was pos- 
sible after the cyst had been opened. If such complete removal seems haz- 
ardous in a given instance a small portion may be left behind. In para- 
tracheal cysts, especially, injury to the tracheal wall must be avoided. 

Eight cases are reported in which operation was done; in 7 of these 
there were no postoperative complications; in | patient with mild hyperthy- 
roidism in whom the cyst wall was dissected from the pericardium, post- 
operative auricular fibrillation and flutter developed, controlled by digital- 
is. 42 references. 14 figures. 


OPERATIVE EXPOSURE OF THE BLOOD VESSELS IN THE 
SUPERIOR ANTERIOR MEDIASTINUM. 


Harris B. Schumacher, Jr., Yale University School of Medicine, New 
Haven, Conn. Ann. Surg. 127:464-75, March 1948. 


In excising an aneurysm or arteriovenous fistula it is essential to iso- 
late the blood vessels proximal and distal to the lesion. In such vascular 
operations in the anterior and superior mediastinum it is necessary to re- 
sect or divide and retract the overlying bony framework to provide ade- 
quate exposure. An operation which involves splitting of the sternum and 
resection of the inner third of the clavicle is described. This gives excel- 
lent exposure without injury to the structures underlying the bony frame- 
work. After the vascular surgical procedure is completed, the sternum is 
reapproximated by wire sutures placed through drill holes or by silk sutures 
through the periosteum. The periosteal bed of the clavicle is closed with 
interrupted silk sutures; in some cases bone chips have been employed to 
replace the portion of the clavicle excised, a procedure which the author 
recommends to hasten bone repair. Cosmetic and functional results have 
heen good with this procedure. Six cases are reported in which this method 
was used. 1] references. 8 figures. 


21. Heart 


AORTIC-PULMONARY ANASTOMOSIS FOR PULMONARY 
STENOSIS. 

Willis J. Potts, Northwestern University Medical School, Chicago, IIl. 
J. Thoracic Surg. 17:223-31, April 1948. 


Cyanosis due to certain types of congenital heart disease can now be 
relieved surgically in a fair percentage of cases. Operative success depends 
upon an accurate diagnosis of the type of congenital heart disease and care- 
ful selection from this group. Roentgen and fluoroscopic examination of 
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a typical pulmonary stenosis (tetralogy of Fallot) will show a boot-shaped 
heart with concavity in the region of the pulmonary conus on the left and 
a pulmonary window in the left anterior oblique view. Electrocardiograph 
must show a deviation of the axis to the left. Barium swallow usually de- 
termines the curve of the aorta to right or left. 

The importance of expert anesthesia is discussed. Technic of aortic- 
pulmonary anastomosis with the use of the Potts-Smith clamp is described. 
The chest is entered through the left fourth interspace if the aortic arch 
descends on the left and through a similar incision on the right for a right- 
sided arch. The aorta and pulmonary artery are identified and the Potts- 
Smith clamp applied to the aorta. Incisions in the aorta and pulmonary 
artery were made 5/16 of an inch in the early cases. They are now made 
4/16 of an inch long. Such incisions, after the anastomosis is completed 
provide an anastomotic channel about 3/16 of an inch in diameter. A thrill 
over the anastomotic channel after the operation is completed indicates suf- 
ficient blood going to the lungs through the newly formed ductus. 

To date, aortic-pulmonary anastomosis has been performed on 26 pa- 
tients with pulmonary stenosis and on 3 patients with tricuspid atre- 
sia. There have been four deaths (mortality of 13.8). Five operations on 
4 patients proved to be exploratory only and there were 2 deaths in this 
group. Postmortem findings are discussed. The most suitable age for oper- 
ation is probably between 3 and 7 years. The youngest patient operated 
to date was 4 months of age. Postoperative complications have not been 
troublesome. Results in patients who survived surgery have been gratify- 
ing. Although the basic pathology in their hearts remains they are able to 
live fairly normal lives following successful surgery. 2 references. 3 ta- 
bles. 3 figures. 


abstract. 


FURTHER OBSERVATIONS ON PENETRATING WOUNDS OF 
THE HEART AND PERICARDIUM. 


Charles Hugh Maguire and R. Arnold Griswold, University of Louis- 
ville School of Medicine, Louisville, Ky. Am. J. Surg. 74:721-31, Novem- 
ber 1947. 

Of the 33 patients with heart wounds admitted during 1941 to 1947, 
23 lived; they were diagnosed and treated surgically. Two of these pa- 
tients (8.69 per cent) died postoperatively. This mortality incidence is 
considerably lower than that of a similar series seen during 1933 to 1941 
(26.9 per cent). 

Since most of the patients are comatose little if any preoperative medi- 
cation is used (narcotics never given). At the start of the operation only 
oxygen under positive pressure is needed. Nitrous oxide is administered 
if anesthesia is required after release of the tamponade. Should the rhy- 
thm of the heart become irregular during manipulation of the organ, the 
regular rhythm may be reestablished by spraying 1 per cent novocaine over 
the heart’s surface. The horizontal incision is placed over the rib nearest 
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the point of entry of wounding agent. Additional exposure is obtained by 
cutting through the costal cartilages of the ribs below and above the resected 
rib. After stripping the rib from the sternum outward, the original wound 
is spread widely with the fingers or a small nick is made in the bulging 
pericardium. Liquid blood from the pericardial sac is aspirated into an 
autotransfusion set, free clots are scooped out with the finger tips and the 
heart wound is sought. When the wound has been located, digital applica- 
tion is made until the placement of sutures. Hemorrhage may be con- 
trolled, prior to securing all sutures, by crossing the preplaced su- 
tures, which must not be deep enough to penetrate the endocardium because 
of the danger of thrombus formation at the points of endocardial perfor- 
ation. (Since sutures usually cannot be placed in auricular wounds with- 
out entering the auricular cavity, such wounds should be treated with some 
form of anticoagulant. Gelfoam or a similar substance may be used). Fol- 
lowing control of bleeding decompression of the pericardial sac is carried 
out by making an opening between it and the right or left pleural cavity. 
The chest wall is closed in layers with interrupted silk sutures under posi- 
tive pressure to avoid collection of fluid and to prevent subcutaneous em- 
pyema. 

Postoperatively, the patient is placed in an oxygen tent (8 to 10 liters 
per minute) and kept in high Fowler’s position. Any residual pneumotho- 
rax or exudate into the thoracic cage is adequately handled by one or two 
paracenteses twelve and thirty-six hours postoperatively. The most frequent 
cause of postoperative death has proved to be cerebral embolism secondary 
to mural thrombi forming at the sites of endocardial perforation. 

The 23 cases are reported briefly. 8 references. 3 figures. 

(Immediate paracentesis of the pericardium and aspiration of blood 
as an emergency treatment will usually obviate the need for thoracotomy 
and suture. Several aspirations may be required. If the arterial pressure 
rises and the venous pressure falls thoracotomy will not be necessary. The 
importance of immediate blood transfusion should be stressed.—M. M. R.) 


to Current Articles 


Aortic Pulmonary Anastomosis in Congenital Pulmonary Stenosis. Report 
of Forty-Five Cases. Willis J. Potts and Stanley Gibson, Children’s 
Memorial Hospital, Chicago, Ill. J. A. M. A. 137:343-47, May 22. 
1948. 

Coarctation and Aneurysm of the Aorta. Report of a Case Treated by Ex- 
cision and End to End Suture of Aorta. Harris B. Shumacker, Yale 
University School of Medicine, New Haven, Conn. Ann. Surg. 127: 
655-65, April 1948. 

Resection of a Coarctation of the Aorta With Subclavian-Aortic Anasto- 
mosis. Report of a Case with a Discussion of a New Clamp for Aortic 
Resection and Anastomosis. H. H. Bradshaw, J. F. O'Neill and Felda 
Hightower, Bowman Gray School of Medicine of Wake Forest Col- 
lege, Winston-Salem, N. C. J. Thoracic Surg. 17:210-18, April 1948. 
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Constrictive Pericarditis with Tuberculous Intrapericardial Abscess Treated 
by Streptomycin. Report of a Case. Julian A. Moore, Asheville, and 
James D. Murphy, Oteen, N. C. Ann. Surg. 127:685-87, April 1948. 


22. Esophagus 


SURGICAL TREATMENT OF CANCERS OF THE GASTRIC 
CARDIA. 


George T. Pack and Gordon McNeer, Memorial Hospital for Cancer 
and Allied Diseases, New York, N. Y. Surgery 23:976-1019, June 1948. 


This presentation deals with the numerous factors concerning cancers 
involving the proximal gastric segment. Sixteen per cent of gastric carcino- 
mas involve the distal esophagus and cardia. One hundred and twenty-two 
such lesions have been resected at Memorial Hospital by total or subtotal 
gastrectomy. Sixty of these patients had total gastrectomy performed; in 
these particular cases the gastric cancer although not necessarily originat- 
ing in the cardiac region, involved so much of the proximal gastric segment 
as to necessitate total removal of the stomach. The end results here dis- 
cussed are based on the 62 patients who underwent subtotal resection of the 
proximal segment. The main differential lies between benign cardiospasm 
and carcinoma. When dysphagia occurs in elderly subjects for the first 
time, the cause must be attributed to carcinoma until proved otherwise. Eso- 
phagoscopy is invariably indicated after adequate radiographic study. 

The evolution of the operation of transthoracic esophagogastrectomy 
is thoroughly discussed, starting with the first operation performed by von 
Mikulicz in 1898. Important contributions and refinements of the technic 
by other surgeons are mentioned. The technic of the operation as presently 
performed is described and illustrated by artist's drawings. The authors 
stress the point that the selection of the operative procedure depends upon 
the individual case. The transpleural, transdiaphragmatic approach to the 
resection has been so well standardized that it is carried out in surgical 
clinics where gastric cancer is treated. Meticulous attention to innumer- 
able minutiae is required for successful management. Restoration to nor- 
mal blood volume and content status is advised before operative interven- 
tion is planned. The routine use of tracheal suction is responsible for de- 
creased pulmonary complications. Nutritional management in the postop- 
erative phase is discussed. Complications tend to be more frequent than 
in other gastric operations. They are mainly pulmonary and cardiovascu- 
lar. Fistula and stenosis occur less often since adoption of interrupted silk 
technic. 

In a series of 104 cases with the cancer located in the proximal seg- 
ment of the stomach, the resectability rate was 59.5 per cent. The presence 
of metastases to distant sites was the main reason for nonresectability. Of 
62 resections of the gastric cardia, the operative mortality was 33 per cent. 
Pulmonary and mediastinal complications occurred with 16 patients and 
cardiovascular complications with 14 patients who did not survive the op- 
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eration. These operations were done with such infrequency prior to 1942 
that adequate estimates of five year survival rates are worthless at this time. 
Of the 20 patients living at the time of the report, 18 of them are without 
evidence of disease. Of the 5 patients who had cardiectomy more than five 
years ago, 2 (40 per cent) have survived without evidence of disease. Nei- 
ther of these patients had metastases to the regional nodes at the time of 
operation. 86 references. 8 tables. 25 figures. 


Author's abstract. 


SURGICAL TREATMENT OF CARDIOSPASM. 
Earle B. Kay, Cleveland, O. Ann. Surg. 127:34-39, January 1948. 


Patients with cardiospasm seldom obtain complete and permanent ben- 
efit from instrumental dilatation of the esophagogastric junction, although 
symptomatic improvement for varying periods of time may be noted by 
many patients. Seventeen patients not significantly improved by instrumen- 
tation were treated by transpleural cardioplasty and postoperatively there 
was symptomatic improvement and a pronounced reduction in the size of 
the esophagus. A transpleural approach rather than an abdominal ap- 
proach was used since it permitted better exposure, better mobilization of 
the lower esophagus and cardia of the stomach and construction of a larger 
aperture. The new stoma was sufficiently large to allow for its reduction 
in size as the caliber of the esophagus decreased. The Heineke-Mikulicz 
technic was used because it was easier and more satisfactory than the Fin- 
ney technic. Following mobilization and inspection of the lower esopha- 
gus, examination of the diaphragmatico-esophageal ligament and its attach- 
ments is made through the diaphragm which is incised radially for 3 or 4 
em. Any limiting bands in this ligament must be divided (was evi- 
dently responsible for esophageal obstruction in 5 cases) and care- 
ful inspection of this site is best accomplished by enlarging the diaphragm- 
atic hiatus and retracting the cardia of the. stomach into the thorax. Fol- 
lowing occlusion of the esophageal and gastric lumina by umbilical tape. 
a longitudinal incision is made through the esophagogastric junction and 
is extended in both directions for about 4 inches (biopsy specimen may be 
taken at this site). Closure of this opening is made transversely with an 
inner layer of running catgut suture and an outer layer of interrupted black 
silk suture. After injecting about 100,000 units of penicillin about the 
stoma and replacing the new stoma and stomach into the abdomen, a new 
hiatus is made by suturing the diaphragm at a higher level upon the esoph- 
agus, a step which also helps straighten the esophagus. Closure of the chest 
is made without drainage. Wangensteen suction is used and clamped inter- 
mittently for three days at which time the patient is taken off hourly feed- 
ings of milk and put on the usual postoperative diet. Patients note the sen- 
sation of fluid and food going at once to the stomach. 5 references. 4 fig- 
ures. 

(The statement in the original paper though many patients with car- 
diospasm receive symptomatic improvements for varied periods of 
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time following instrumental dilatation of the esophagogastric junction, the 
benefit obtained is rarely complete or permanent—is incorrect. Proper and 
adequate dilatation of the cardia will give a high percentage of permanent 
relief. —1. A. B.) 


SUBTOTAL ESOPHAGECTOMY AND ESOPHAGOGASTROSTOMY 
FOR HIGH INTRATHORACIC ESOPHAGEAL LESIONS. 


Michael E. DeBakey and Alton Ochsner, Tulane University School of 
Medicine, Ochnsner Clinic and Charity Hospital of Louisiana, New 


Orleans, La. Surgery 23:935-51, June 1948. 


Two cases, one of which was benign and the other malignant, are des- 
cribed in detail to illustrate the feasibility of the performance of esopha- 
gogastric anastomosis at the highest level in the chest. Subtotal esophagec- 
tomy with esophagogastrostomy is preferable to other procedures which have 
been employed for such lesions because it provides immediate restoration of 
function. 

The two essential steps of the operation are mobilization of the stom- 
ach and performance of esophagogastric anastomosis. A proper surgical 
approach which will facilitate the performance of these two steps becomes 
a real problem, since the incision must be sufficiently high in the thoracic 
wall to permit esophagogastric anastomosis and low enough to mobilize the 
stomach. To meet these requirements more satisfactorily an approach is 
proposed consisting of a single incision through the soft parts in the left 
thoracic wall with entrance into the pleural cavity first through the bed of 
the subperiosteally resected eighth rib. After the esophageal lesion has been 
determined resectable, the stomach is mobilized through the diaphragm 
brought up into the chest and the diaphragm closed around it. The remain- 
der of the operation, that is, the esophagogastric anastomosis could then 
be done through a higher level by mobilization of the upper flap of the 
incision in the thoracic wall and a second ‘entrance into the pleural cavity 
through the bed of the subperiosteally resected fourth rib. This provides 
two levels of exposure. 

The method of esophagogastric anastomosis employed by the authors 
differs somewhat from those previously described and is believed to have 
certain advantages in that it permits the formation of a larger stoma than 
can be obtained by ordinary methods and thus provides greater assurance 
against subsequent stricture. After the first posterior layer of interrupted 
mattress sutures of quilting cotton is placed between the posterior wall of 
the esophagus and the anterior wall of the stomach and carried upward for 
about 2 em. along the left lateral margin of the esophagus, the latter is 
divided at right angles to its longitudinal axis just distal to this row of 
sutures and then incised longitudinally upward along its left lateral mar- 
gin paralleling the row of sutures placed there. A comparable L shaped 
opening is then made in the stomach and the anastomosis is completed by 
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approximating the mucosa with simple interrupted sutures of quilting cot- 
ton and a final anterior row of seromuscular interrupted mattress sutures. 
21 references. 12 figures. 


4uthor’s abstract. 


References to Current Articles 


The Role of Surgery in Myasthenia Gravis. W. Carleton Whiteside and 
Carmen Weder, University of Alberta Hospital, Edmonton, Alta., Can- 
ada. Canad. M. A. J. 58:588-92, June 1948. 

Leiomyoma of the Esophagus and Cardia of the Stomach. Roger A. Ken- 
worthy and C. Stuart Welch, Tufts College Medical School and Car- 
ney Hospital, Boston, Mass. Surgery 23:745-52, May 1948. 

Treatment of Short Stricture of the Esophagus by Partial Esophagectomy 
and End-to-End Esophageal Reconstruction. Robert E. Gross, Harvard 
Medical School, Boston, Mass. Surgery 23:735-44, May 1948. 

A New Method of Restoring Continuity of the Alimentary Canal in Cases 
of Congenital Atresia of the Esophagus with Tracheo-Esophageal Fis- 
tula not Treated by Immediate Primary Anastomosis. Richard H. 
Sweet, Boston, Mass. Ann. Surg. 127:757-68, April 1948. 

Construction of Skin-Tube Esophagus, Following Surgical Treatment of 
Tracheoesophageal Fistula. Robert H. Ivy, Herbert R. Hawthorne 
and Joseph A. Ritter, Graduate Hospital of the University of Pennsyl- 
vania, Philadelphia, Pa. Plast. & Reconstruct. Surg. 3:173-85, March 
1948. 

Introduction to Symposium on Cancer of the Esophagus and Gastric Car- 
dia. George T. Pack, New York, N. Y. Surgery 23:867-73, June 1948. 

Preoperative, Operative and Postoperative Care in Esophageal Resections. 
Herbert C. Maier, New York, N. Y. Surgery 23:884-92, June 1948. 

Cancer of the Cervical Esophagus. A Discussion of Treatment. William 
'L. Watson and John L. Pool, Memorial Hospital, New York, N. Y. 
Surgery 23:893-905, June 1948. 

Progress in the Surgical Treatment of Carcinoma of the Esophagus and Up- 
per Stomach. John H. Garlock, Mount Sinai Hospital, New York, N. 
Y. Surgery 23:906-11, June 1948. 

Cardioesophageal Cancers Treated Via the Transthoracic and Transdia- 
phragmatic Route. Felix De Amesti and Eliseo Otaiza, University of 
Chile and Salvador Hospital, Santiago, Chile. Surgery 23:921-34, 
June 1948. 

Transthoracic Gastric Resection for Lesions of Cardia of Stomach and 
Lower Part of Esophagus. Review of Cases. John H. Payne, Mayo 
Foundation and O. Theron Clagett, Mayo Clinic, Rochester, Minn. 
Surgery 23:912-20, June 1948. 


| 
| 
| 
| 
| 
1 
e 
| 
f 
| 
is 
rf | 
d 
vy 


504 QUARTERLY REVIEW OF SURGERY 
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Space, with Sustained Hypertension. Report of a Case with Surgical 
Cure. Emil J. Ganem, Massachusetts General Hospital, Boston, Mass. 
and George F. Cahill, Columbia University College of Physicians and 
Surgeons. New York, N. Y. New England J. Med. 238:692-97, May 
13, 1948. 
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Experimental Use of a Skin-Lined Tube in the Greater Omentum. A Pre- 
liminary Report. James R. McCorriston and David W. MacKenzie, 
Jr., MeGill University, Montreal, Que., Canada. Canad. M. A. J. 58: 
610-12, June 1948. 


26. Abdominal Wall 


See Index for Related Articles 


27. Hernia 


References to Current Articles 


Femoral Hernia. Treatment and Results. Roland F. Mueller, Lincoln, 
Neb. Arch. Surg. 56:229-37, February 1948. 

The Surgical Triangles of the Inguinopectineal Region (Inguina). Their 
Classification, Parietal Relationship and Significance in Hernia Re- 
pair. F. E. Dugdale and Claud C. Burton, Veterans Administration 
Center, Dayton, O. Ann. Surg. 127:627-38, April 1948. 


28. Peritoneum 


References to Current Articles 

Primary Friedlander-Bacillus Peritonitis. Report of a Case. Melvin P. Os- 
horne, Boston City Hospital, Boston, Mass. New England J. Med. 238: 
361-64, Mar. 11, 1948. 

An Improved Drain for Peritoneal Lavage. Stephan S. Rosenak and Gor- 
don D. Oppenheimer, Mount Sinai Hospital, New York, N. Y. Sur- 
gery 23:832-33, May 1948. 

Absorption of Blood from the Peritoneal Cavity. Claude R. Snead, Uni- 


versity of Illinois College of Medicine, Chicago, Ill. Arch. Surg. 56: 
249-58. February 1948. 


29. Stomach and Duodenum 


VAGOTOMY FOR PEPTIC ULCER. THEORETICAL BACK- 
GROUND AND CLINICAL RESULTS. 


Helge B. Wulff, Malmo General Hospital. Acta chir. Scandinav. 96: 
265-82, Fasc. 3, 1947. 


Supradiaphragmatic transpleural bilateral vagotomy was employed 
in 22 cases of gastroduodenal ulcer, mostly duodenal ulcer. The transthor- 
acic route was used in 20 of the cases. An incision was made over the left 
eighth rib which was resected subperiosteally from the cartilage-bone junc- 
tion to 2 or 2.5 em. posteriorly. The pleural cavity was exposed, the in- 
ferior pulmonary ligament ligated and the lung reflected upward. The de- 
fect produced in the mediastinal pleura by ligation of the ligament was 
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widened and the forefinger was inserted into the tissue behind heart and 
aorta to draw forth the lower esophagus. All gastric branches of the vagus 
nerves were exposed. A Péan forceps was placed on each main trunk and 
all the branches divided and excised just above the diaphragm. To prevent 
regrowth, both proximal stumps of the nerves were sewed to the pleura and 
pericardium, respectively. The mediastinal pleura was closed with contin- 
uous catgut sutures; the thoracic pleura and wall were closed with contin- 
uous catgut sutures in the periosteum at the site of the resected ribs and 
in the muscles. 

In the last 7 cases, in addition to the transpleural supradiaphragm- 
atic vagotomy, the diaphragm was opened laterally, to obtain easy access to 
the stomach. No case showed infection or bleeding. Postoperative effusion 
in the opened pleural cavity required one to three punctures for complete 
absorption. Roentgen studies were made postoperatively. Intubation anes- 
thesia with ether and nitrous oxide or narcotal and nitrous oxide was used 
in most instances. The patients were hospitalized for an average of fifteen 
and a half days. The gastric secretion was favorably reduced, even eight 
to twelve months after vagotomy. The secretion was determined after his- 
tamine or insulin injection. 

The clinical results are promising. In 2 cases distinct signs of 
increased motility of the small intestine occurred postoperatively; defeca- 
tion was excessive. In 2 cases, the duodenal bulb had been deformed, with 
some stenosis, preoperatively; after vagotomy the obstruction was more evi- 
dent, probably from reduced gastric motility. The symptoms ceased after 
gastroenterostomy. Healing of the ulcer was relatively rapid in all cases, 

requiring three weeks to two months. 25 references. 4 figures. 

(The operation has been done many times. We must obtain a larger 
number of carefully made follow-up studies. s. R.) 


THE AFTERMATH OF GASTRECTOMY. 


Norman C. Lake, Charing Cross Hospital, London, England. Brit. M. 
J. 4545:285-88, Feb. 14, 1948. 


It is probably correct to say that the only method of treatment of pep- 
tic ulceration which has steadily and consistently increased in popularity 
is gastrectomy. The ultimate treatment of such cases will almost certainly 
not be surgical but at the present day gastrectomy gives better and more 
permanent results than other methods whether medical or surgical. It is 
therefore important that the relatively few cases with after symptoms should 
be most carefully investigated. Some 615 personal cases of gastrectomy 
have been followed for periods up to twenty-three years. Over 500 of these 
were done by a method which gives an end to side anastomosis of stomach 
to jejunum with a restricted valvular orifice, about two-thirds to four-fifths 
of the stomach being removed. This type of operation has been variously 
attributed to Finsterer, Hofmeister, Lake and others. In Lake’s method the 
suturing for the anastomosis and for the closure of the upper portion of 
the stomach aperture is usually performed at one and the same time with 
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a continuous suture which also applies the proximal jejunum over the closed 
portion of the stomach thus producing a restricted and valvular orifice. The 
anastomosis is retrocolic and lies entirely above the transverse mesocolon. 
High spinal anesthesia was employed in over 90 per cent of the cases using 
1:1,000 nupercaine by a special method (Lake, N. C.: Lancet 2:241, 1938). 

The sequelae are divided into early (complications of the operation) 
and late (the aftermath). The mortality rate over the whole period, exclud- 
ing new growths and anastomotic ulcers, is 5.7 per cent but for the last 
160 cases this has been reduced to under 3 per cent. The improvement is 
attributed chiefly to better preoperative preparation of the patients and 
to the routine use of the sulfonamides in the prevention of pulmonary com- 
plications. Of 14 immediate complications listed the most important are: 
leakage from the duodenal stump or the anastomosis; pulmonary collapse 
with infection; subphrenic abscess; aseptic omental necrosis which is prob- 
ably not particularly uncommon but has not been described previously. The 
late results are summarized under the headings: blood; test meal; barium 
meal; weight; appetite; bowel action; anastomotic ulceration; distension 
of the afferent loop loss of energy and lassitude after food (so- 
called dumping syndrome, probably attributable to a hypoglycemia al- 
though other possibilities are discussed); early morning nausea (this is a 
syndrome not previously described, it may be due to the free entry of bile 
into the stomach at night and is relieved by the upright posture or by taking 
a small quantity of food or drink. Both it and the dumping syndrome tend 
to improve with the passage of time); adhesions; ventral hernia; gallblad- 
der symptoms (incidence of subsequent gallstone trouble in this series is 
too small to support the recent suggestion that gastrectomy may be an etio- 
logic factor in their production); colospasm (common accompaniment of 
peptic ulceration in a vagotonic patient). 14 references. 3 tables. 2 fig- 
ures, 

Author's abstract. 

(The author has a very low recurrence rate in a large series of re- 
sections for peptic ulcer. In spite of the aftermath, resection for gastric 
and duodenal ulcer remains one of the most satisfactory operations in the 
realm of abdominal surgery.—J. M. W.) 


RESULTS OF SURGICAL TREATMENT FOR GASTRIC ULCER. 


Samuel F. Marshall and Mark L. Welch, Lahey Clinic, Boston, Mass. 
J. A. M. A. 136:748-52, Mar. 13, 1948. 


Experiences in the treatment of gastric ulcer over a ten year period 
are reviewed and conclusions drawn regarding their management. Results 
in these cases indicated that the treatment of gastric ulcer should be more 
aggressive and primarily surgical. A few patients might be treated medi- 
cally but even these should not be observed unduly long unless prompt heal- 
ing is demonstrated and maintained under treatment. This opinion is sur- 
gical and gastroenterologists are not entirely in accord. Furthermore, all 
gastric ulcer cases should be hospitalized during observation and medical 
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treatment and promptly operated upon if the ulcer does not disappear. The 
treatment of duodenal ulcers is another problem recognized to usually be 
primarily medical. The only duodenal ulcer cases requiring surgery are 
the approximately 8 per cent with complications such as hemorrhage, per- 
foration, ete. The basic problem in gastric ulcers is early detection of gas- 
tric carcinoma. 

Over a ten year period, 19.8 per cent of cases originally diagnosed 
as gastric ulcer were proved to be malignant. During the same period 800 
cases of gastric ulcer were found in 8,000 cases of peptic ulcer treated. 
Twenty-six of these 800 gastric ulcers were malignant, a total incidence of 
3.3 per cent. This is assuming that none of the cases treated medically later 
developed cancer, an unlikely possibility. Only 16.4 per cent of these 800 
cases were operated upon because they did not heal under medical treat- 
ment for one month or longer. It has now been decided that a one month 
trial period of observation is too long and decision for operation must be 
made earlier. Only a careful follow-up can disprove the development of 
malignancy in cases of gastric ulcer treated medically. Response to ulcer 
treatment may also be misleading as malignant cases often improve under 
ulcer treatment. The lesions become smaller but never entirely disappear. 

Excellent results follow partial gastrectomy for ulcer, free hydro- 
chloric acid disappearing in 86 per cent of patients. Ulcer recurrence af- 
ier partial gastric resection is rare but recurrence is comparatively common 
where some other operation is done. It is believed that no case of gastric 
uleer should be treated by resection of the vagus nerves as it cannot be 
determined if the lesion is benign or malignant except by pathologic sec- 
tion. About 61.5 per cent of malignant gastric ulcers measure 2.5 em. or 
more but small ulcers are often malignant. Malignancies are most common 
in the prepyloric area, cardial area and on the greater curvature but they 
may be anywhere. Operative mortality can be kept low as evidenced by 
96 consecutive resections without a death. 7 references. 9 tables. 2 fig- 
ures. 

(These authors bring further proof of the fallacy of treating gastric 
ulcers medically. When 1 of each 5 patients originally diagnosed as hav- 
ing a benign gastric ulcer proved later to have an ulcerating carcinoma, 
it would seem high time to emphasize the low operative mortality for gas- 
tric resection for benign ulcer—1 to 2 per cent—and point to the risk 
of malignancy. Few patients, when fully aware of the risk of malignancy, 
care to gamble with such odds against them.—J. M. W.) 


REPORT ON SURGERY OF THE STOMACH AND DUODENUM 
FOR 1946. 

Waltman Walters, Howard K. Gray and James T. Priestley, Mayo 
Clinic, Rochester, Minn. Proc. Staff Meet.. Mayo Clin. 23:29-37, Jan. 21. 
1948. 


This report includes comments on 1.036 patients. There were 35 hos- 
pital deaths in this group (mortality rate, 3.4 per cent). Fourteen per cent 
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pf all patients with duodenal ulcer who were seen during the year were 
treated surgically. This figure coincides closely with that of the previous 
five years, during which time approximately 10 to 15 per cent of all pa- 
tients with duodenal ulcer were treated surgically. Improvements in the 
medical management of duodenal ulcer have been such that operation is 
indicated only for the patient who has some type of complication. During 
1946, partial gastrectomy was performed in approximately 70 per cent of 
the cases and gastroenterostomy in somewhat less than 30 per cent of the 
cases. Abdominal vagotomy also was performed in some of these cases. 
The mortality rate for 296 patients on whom partial gastrectomy was per- 
formed was 2.0 per cent and for 82 patients on whom gastroenterostomy 
was performed it was 1.2 per cent. (With nearly an identical mortality, 
partial gastrectomy is the operation to be preferred.—. Ss. R.) 

During the past ten years, 50 to 60 per cent of patients who had gas- 
tric ulcer were treated surgically and a similar percentage of patients who 
had gastric ulcer were treated surgically during 1946. The potentially ser- 
ious consequences of gastric ulcer have been repeatedly stressed, and it is 
because of these possible consequences that so high a percentage of pa- 
tients with gastric ulcer are treated surgically. Partial gastrectomy was 
performed in 98 of 118 cases of gastric ulcer. Various other types of op- 
erations were performed in the 20 remaining cases. The mortality rate was 
1.7 per cent in 118 cases. Sixty-three patients were operated on for gas- 
trojejunal ulcer. In 45 of the 63 cases, partial gastrectomy was performed 
with a mortality rate of 2.2 per cent. Vagotomy alone was performed on 
16 patients without a death. Excision of the jejunal ulcer and restoration 
of normal gastrointestinal continuity was performed on 2 patients with 1 
death. 

During the past four years there has been a somewhat encouraging in- 
crease in the resectability rate in cases of malignant lesions of the stomach. 
In 1946 approximately 68 per cent of the cases in which a diagnosis of 
carcinoma of the stomach was made the patients were treated surgically 
and gastric resection was performed in approximately 57 per cent of these. 
Gastric resection was performed in almost 40 per cent of cases in which 
a diagnosis of carcinoma of the stomach was made. In all, 308 patients 
were operated on for malignant lesions and a partial gastrectomy was per- 
formed in 159 cases with a mortality rate of 9.4 per cent. This figure was 
somewhat higher than the corresponding figure for previous years. Total 
gastrectomy was performed in 14 cases with a mortality rate of 13.3 per 
cent. (A most encouraging figure!—t. s. R.) Various other operations, in- 
cluding exploratory laparotomy, were performed in 135 cases with a mor- 
tality rate of 2.2 per cent. It is well appreciated that the treatment of car- 
cinoma of the stomach still leaves much to be desired. 


Up to the present time, gastric resection has remained the operation of 
choice for the majority of patients who have duodenal ulcer. Abdominal 
vagotomy and gastroenterostomy are used often in selected cases in which 
resection does not seem advisable for one reason or another. Vagotomy 
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alone is the operation performed most frequently for gastrojejunal ulcer 
which occurs after partial gastrectomy. Likewise, it is frequently used for 
gastrojejunal ulcer which occurs after gastroenterostomy. In 21 such cases, 
a brief follow-up study showed that favorable results were obtained in 19 
cases and fair results in 2 cases. Walters has reported that recurrent ul- 
ceration occurred in 3 of 50 cases of peptic ulcer in which vagotomy was 
performed. In 1 of these cases the patient had a gastric ulcer and vago- 
tomy and local excision of the ulcer were performed. In another case, ab- 
dominal vagotomy and anterior gastroenterostomy were performed for du- 
odenal ulcer. In the third case, local excision of a gastrojejunal ulcer, dis- 
connection of the gastroenteric anastomosis and vagotomy were performed. 
In all of these 3 cases, the results of the insulin test were normal. This 
makes recurrence of ulceration, during a brief follow-up period, 6 per cent 
in 50 cases in which vagotomy was performed. An additional 12 per cent 
of these 50 patients had troublesome disturbances of motility which per- 
sisted for at least nine months after the operation. 6 references. 6 tables. 
3 figures. 


abstract. 


CARCINOMA OF THE STOMACH. 


Claude E. Welch and Arthur W. Allen, Harvard Medical School and 
Vassachusetts General Hospital, Boston, Mass. New England J. Med. 238 
583-89, Apr. 22, 1948. 

A study has been made of the 832 patients admitted during the ten 
year period 1937 to 1946 with the partic ‘ular purpose of determining means 
by which the curability rate may be increased. Early diagnosis is csceutial 
but the delay to treatment has not been reduced over that of a decade ago, 
since it still averages five months. It appears that the most fruitful method 
now available to increase the number of cures for cancer of the stomach 
is to reduce the delay to operative intervention. A more radical attitude 
toward gastric ulcer is necessary since 14 per cent of ulcers first considered 
to be benign were later proved to be malignant. The majority of patients 
with ulcer ‘should have gastric resections. Immediate surgery should be car- 
ried out for gastric ulcers if: the lesion is of short duration and the pa- 
tient over 50 years of age; there is no free hydrochloric acid in the stom- 
ach; the ulcer is in the greater curvature or on the prepyloric region: ulcer 
is recurrent and on the lesser curvature. A positive cytologic smear of the 
gastric contents is important, although a negative does not tend to rule out 
cancer. A short period of medical therapy may be employed in other cases. 

Operative procedures have been extended by the transthoracic ap- 
proach to include a section of the lower esophagus with high gastric lesions 
and by the wider use of total gastrectomy. Total gastrectomy is not recom- 
mended as a routine procedure for all carcinomas of the stomach. Post- 
operative mortality has declined to a present level of 17 per cent for the 
entire series and 11 per cent in the last five year period. The mortality of 
subtotal resections in which all gross disease is removed has been 3 per cent 
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in the last five year period. End result studies show that 75 per cent of all 
patients who enter the hospital with carcinoma of the stomach now are ex- 
plored. Fifty per cent of the entire group have a gastrectomy. The five 
year survival rate is now 7 per cent of the entire group. If all gross dis- 
ease cannot be removed, the best palliative operation is subtotal gastree- 
tomy. The prognosis may be judged by the pathologic examination; of the 
operative survivors who had no lymph node metastases about 50 per cent 
lived five years while, if the nodes were positive, only 5 per cent survived 
this period. 25 references. 2 tables. 4 figures. 


Author’s abstract. 


(This is an excellent survey of the experience of the staff of one of 
our leading teaching hospitals in the management of carcinoma of the stom- 
ach. It is heartening that the authors found a 40 per cent increase in five. 
year cures in the last period of study as compared to the previous decade. 
With an incidence of 14 per cent malignancies in previously thought be- 
nign gastric ulcers it would seem most logical to advise resection of all 
gastric ulcers since the-risk of resection is but a fraction of the chance of 
cancer and this is the easiest method at our disposal of raising the resec- 
tability rate and percentage of five year cures in cancer of the stomach.— 
J. M. W.) 

(The above article and editorial comment represent the most advanced 
opinion concerning this important and frequent form of cancer.—H. N. i.) 


GASTROSTOMY. A STATISTICAL REVIEW OF ONE HUNDRED 
NINETY-NINE CASES. 

Donald R. Cooper and Robert W. Buxton, University of Michigan, Ann 
Arbor, Mich. Surgery 23:821-31. May 1948. 

One hundred and forty-four of 199 patients had malignant neoplasms 
and 134 of the 144 were inoperable. The remainder (55) had nonmalig- 
nant disease and of these 6 were inoperable. Correlation of the surgical 
complications and postoperative feeding difficulties encountered suggested 
that stomal malfunction was significantly more common after the Stamm 
type of gastrectomy. 

The choice of anesthetic did not appear to have any definite bearing 
on the postoperative complications or cause of death. A total of one hun- 
dred and forty-seven complications occurred in 112 patients, the most com- 
mon being pneumonitis (47): there was close correlation between the sever- 
ity of malnutrition and the pneumonitis incidence. When the records were 
examined to determine whether gastrostomy provided true palliation, they 
showed that 83 per cent of the 109 patients with inoperable neoplasms died 
within six months of gastrostomy (majority expired in less than one month). 
Three of the remaining 18 patients lived more than one year but oral feed- 
ing was still possible and the gastrostomy was performed primarily for fu- 
ture need. Of 15 patients who lived more than six months, life expectancy 
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was directly related to the degree of starvation and in these nutrition was 
not appreciably helped by gastrostomy. Thus, the procedure does not ap- 
pear to be beneficial in cases of inoperable neoplasms of the larynx, esoph- 
agus or gastric cardia. Of 18 patients subjected to gastrostomy as a pre- 
preliminary to surgical resection of the primary lesion, 5 died within six 
months and 12 within two years. The remaining patient is alive seven years 
after esophagectomy with a cervical esophagostomy and the entire nutri- 
tion is well maintained by gastrostomy feedings. None of the 6 patients 
with incurable nonmalignant disease were benefited by gastrostomy (ex- 
pired during first postoperative month). 


The value of gastrostomy in patients with hopelessly incurable lesions 
depends on the mental or physical comfort it will afford such patients and 
is of greatest value when it is used as a means of aiding the surgical treat- 
ment of nonneoplastic curable lesions. 8 tables. 1 figure. 

(As the authors have showed there is little to favor palliative gas- 
trostomy. As a means of preparation for resection or maintenance follow- 
ing resection of either malignant or benign lesions, gastrostomy may be life- 
saving in the infant or malnourished patient.—J. M. W.) 
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| 30. 
| Do 
19. 
| flay 
pre 
olo 
ion 
are 
| tin 
duc 

or 
onl 
tion 
ule 
| cer 
litt 
cal 
sim 
ule 
fou 
| no} 

of 
Tor 
pla 
sur, 
| has 
ma: 
| pre 
bee 
has 
| of « 
enc 

tic 
it is 
rece 

tic 
lab 
olo 
dia; 
ule 
don 


QUARTERLY REVIEW OF SURGERY 513 


30. Small Intestines 


PRIMARY NONSPECIFIC ULCERS OF THE SMALL INTESTINE. 


John A, Evert, Mayo Foundation, B. Marden Black and Malcolm B. 


Dockerty, Mayo Clinic, Rochester, Minn. Surgery 23:185-200, February 
1948. 


The jejunum and ileum are sometimes the seat of local nonspecific in- 
flammatory ulcers which apparently have no relation to any other disease 
process. Whether or not these ulcers are manifestations of a single path- 
ologic condition, they are readily distinguishable from other ulcerative les- 
ions of the small intestine because they are usually small and solitary and 
are not accompanied by pathologic changes in the remainder of the intes- 
tine. They have been called primary or simple ulcers. Primary ulcers pro- 
duce few symptoms until they bleed, obstruct the lumen of the intestine 
or perforate into the general peritoneal cavity. Usually they are recognized 
only at laparotomy or at necropsy performed after one of these complica- 
tions has taken place. This paper presents reports of 14 cases of primary 
ulcer and summarizes reports of cases published since 1931. Primary ul- 
cers are rounded, with a smooth base, a so-called punched out margin and 
little induration of the surrounding tissues. When examined microscopi- 
cally, they show chronic inflammatory changes with a general appearance 
similar to that of the more common gastric or duodenal ulcers. Primary 
ulcers do not have any constant relation to the mesentery and have been 
found throughout the small intestine, more frequently just below the duode- 
nojejunal flexure and just proximal to the ileocecal valve. The seriousness 
of the complications makes these rare ulcers important to the clin- 
ician. Most frequently free perforation into the peritoneal cavity takes 
place. Such a happening carries a high mortality and necessitates early 
surgical closure of the perforation. In a number of cases the only symptom 
has been gastrointestinal hemorrhage, prolonged and hidden or acute and 
massive. In a third group of cases symptoms of intestinal obstruction have 
predominated and fibrous narrowing of the intestine about the ulcer has 
been found. A fibrous narrowing and proximal dilatation of the intestine 
has been found in several cases in which there were no clinical symptoms 
of obstruction. 

The diagnosis of an abdominal emergency is not difficult in the pres- 
ence of free perforation of an ulcer. When one suspects a perforated pep- 
tic ulcer and is unable to locate a gastric or duodenal lesion at laparotomy, 
it is important to exclude the possibility of primary intestinal ulcer. The 
recognition of a hemorrhagic or obstructing ulcer presents a diagnos- 
tic problem similar to that of any small intestinal lesion. The most useful 
laboratory aids to diagnosis are stool tests for occult blood and roentgen- 
ologic examination with a barium meal. Treatment is surgical since the 
diagnosis is usually confirmed only at laparotomy. Simple closure of the 
ulcer would seem best in the presence of perforation. Excision has been 
done successfully for nonperforated ulcers. There is good presumptive evi- 
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dence that many ulcers may heal spontaneously. On the other hand clinical 
symptoms of recurrence after excision have been reported in 2 cases. 31 
references. 4 tables. 4 figures. 

Author’s abstract. 


SYMPTOMS DUE TO MECKEL’S DIVERTICULUM. 


Selwyn Taylor, Postgraduate Medical School of London, London, 
England. Lancet 2:786-89, Nov. 29, 1947. 


In the records of King’s College Hospital, there are many references 
to finding Meckel’s diverticulum at abdominal operations, but there were 
only 11 cases in eighteen years in which the diverticulum was the actual 
cause of the symptoms. In these 1] cases intestinal obstruction was the 
most common complication, occurring in 4 cases. The intestinal obstruc- 
tion was due either to direct pressure on a loop of intestine or to volvulus 
caused by rotation of intestine around a diverticulum attached at its tip to 
the abdominal wall. Two of these patients died and 2 recovered; in the 2 
fatal cases abdominal pain had been present for three days preoperatively. 
Inflammation of the diverticulum (diverticulitis) that may progress to gan- 
grene and perforation, simulates appendicitis so closely that the correct di- 
agnosis is rarely made before operation. There were 3 cases of this type 
in the series; all of these patients recovered, although in 1 case the diverti- 
culum was gangrenous. Intussusception is a particularly dangerous com- 
plication. There were 2 cases in the series in both of which the diverti- 
culum was at the tip of the intussusception; 1 of these patients died, the 
other recovered; in the latter case the symptoms had been present only a 
few hours; in both the preoperative diagnosis of intussusception had been 
made. Ulceration of heterotopic gastric mucosa in the diverticulum oc- 
curred in 1 case; a preoperative diagnosis of appendicitis was made in this 
case; the patient recovered. In another case, in which the chief symptom 
was severe recurrent melena, a preoperative diagnosis of duodenal ulcer 
was made. At operation a leiomyoma of Meckel’s diverticulum was found: 
this tumor may have originated in ectopic gastric tissue but this could not 
be demonstrated because of widespread secondary changes. The patient re- 
covered. Two other cases are reported from another hospital in which the 
chief symptom was also recurrent melena; in | of these cases, a boy 2 years 
of age, heterotopic gastric mucosa in a Meckel’s diverticulum was suspected 
before operation, and this diagnosis was proved to be correct at operation. 
In the other case, a male 19 years of age, heterotopic gastric mucosa with 
ulceration, in a Meckel’s diverticulum was also found at operation. Both 
these patients recovered. 

In all cases the symptoms were those of an acute abdominal condition. 
No record has been found of chronic symptoms due to this diverticulum 
but 1 such case has been observed by the author. In this case the patient. 
a man 27 years of age, had had intermittent abdominal pain for six months, 
occasionally more severe at night. He located it at a spot three finger- 
breadths above the symphysis pubis. There was no history of vomiting or 
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constipation. On palpation a vague swelling was found slightly to the right 
of and below the umbilicus. Radiologic examination showed no abnormal- 
ity of the gastrointestinal tract. As the pain and discomfort persisted, op- 
eration was done; a tubular Meckel’s diverticulum was found about 
12 inches from the ileocecal valve in approximately the position where the 
patient complained of pain; it was excised and, as the ileum was narrow 
at this point, a side to side anastomosis was done. The patient recovered 
and has since been completely free from symptoms. Pathologic examina- 
tion showed no inflammation, strangulation or other pathologic change in 
the diverticulum. The attacks of pain were apparently due to intermittent 
distension of the diverticulum, its inability to empty or to the narrowing 
of the ileum at this point. Meckel’s diverticulum may be the cause of sim- 
ilar chronic or intermittent symptoms more commonly than is supposed. 
Meckel’s diverticulum should be looked for more carefully and more fre- 
quently at abdominal operation, especially when no definite patholo- 
gic condition is found to account for the signs and symptoms. 14 refer- 
ences. | table. 

(Although Meckel’s diverticulum occurs relatively infrequently—2 
to 4 per cent of all people—the terminal ileum should be examined in 
patients who are subjected to laparotomy in order that they might be re- 
moved before symptoms are produced. Most Meckel’s diverticula are symp- 
tomless because there are no complicating factors; because of the difficulty 
in making a diagnosis of a complication affecting a Meckel’s diverticulum, 
prophylactic removal is ) 


31. Appendix 


See Index for Related Articles 


32. Colon and Rectum 


THE CLOSURE OF COLOSTOMIES. 


George Benton Sanders, Heinz Haffner and Robert B. Lynn, Vaughan 
General Hospital, Hines, Ill. Ann. Surg. 127:243-56, February 1948. 


Reports the closure of 72 colostomies, which had been made in the 
primary surgical treatment of gunshot wounds of the abdomen; none of the 
colostomies had been done by the surgeons who closed the colostomy. Ex- 
traperitoneal closure was used in 12 cases in the early part of the series. 
In 24 cases an intraperitoneal closure by modified Pauchet’s technic gave 
excellent results; in 4 cases a resection and end to end anastomosis and in 
32 cases an intraperitoneal closure (similar to that described by Dixon and 
Benson in 1944) was employed. In all cases spinal anesthesia was used. 
The incision was closed without drainage in all but 5 cases. Careful pre- 
operative studies of the patients were made and in many cases additional 
surgical procedures for the treatment of lesions resulting from the original 
wound were necessary before, or at the time of, the closure of the colos- 
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tomy. In most cases sulfasuxidine (succinylsulfathiazole) and a low res- 
idue diet were given for six days preoperatively. At first, the dosage of 
sulfasuxidine was calculated on a basis of 0.25 Gm. per kilogram daily 
given in four divided doses; later four daily doses of 2 to 3 Gm. each, 
depending on the size and approximate weight of the patient, were given. 
Sulfasuxidine was continued after operation in only 4 cases of fairly ex- 
tensive bowel resection. After the development of hemorrhagic phenomena 
in 2 cases, synthetic vitamin K also was given by mouth. At least a dozen 
closures were done without sulfasuxidine. In most cases a liquid diet could 
be given immediately postoperatively and the use of parenteral fluids, blood 
and plasma was rarely necessary; as a rule patients could take a full house 
diet by the third or fourth postoperative day. 

There were no postoperative deaths in this series of 72 cases; in 2 
cases early in the series, the colostomy failed to close owing to faulty tech- 
nic but closure occurred spontaneously later. In 70 cases closure was com- 
plete and the wound healed by the fourteenth postoperative day, without 
wound infection. In 1 case, following an end to end anastomosis, there 
is some narrowing at the site of closure but no obstructive symptoms at the 
site of closure developed in any case. While there was no postoperative 
infection in the cases not prepared with sulfasuxidine, the advantages of 
sulfasuxidine were most evident at the operating table because of cleanli- 
ness and absence of fecal debris in the colon. 19 references. 2 tables. 8 
figures. 

References to Current Articles 

Effects of Absorbable Foreign Substance on Bowel Anastomosis. Harold 
Laufman and Harold Method, Northwestern University Medical School, 
Chicago, Ill. Surg., Gynec. & Obst. 86:669-73, June 1948. 

The Healing of Bowel as Influenced by Sulfasuxidine and Streptomycin. 
Edgar J. Poth, Joseph P. McNeill, Louis J. Manhoff, Jr., Walter B. 
King and John G. Sinclair, University of Texas, Galveston, Tex. 
Surg., Gynec. & Obst. 86:641-46, June 1948. 

Four Metachronous Malignant Lesions of the Colon. An Unusual Case. 
Monte Edwards, Baltimore, Md. Surgery 23:808-13, May 1948. 
Carcinoma of the Colon and Rectum. James W. Jameson and Clinton R. 

Mullins, Concord Hospital, Concord, N. H. New England J. Med. 

237 :699-702, Nov. 6, 1947. Of 71 cases of carcinoma of the colon 

and rectum, 45 were operated on for cure, with 1 postoperative death. 

Twenty-eight of this group were treated three or more years ago and 

13 are living and well. Of 18 cases see five or more years ago, 11 

were treated for possible cure and 7 were treated palliatively. Five of 

the treated patients survived five or more years. 

Perforation of the Colon in Dysentery. John A. W. Bingham, Belfast Hos- 
pital for Sick Children, Belfast, Ireland. Lancet 1:139-40, Jan. 24, 
1948. Reports 2 cases occurring in the Indian Army. In 1 case, per- 
foration of the colon resulted from amebic infection not causing acute 
symptoms; treated by colectomy. In the other, perforation occurred 
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in an acute attack of Flexner bacillus dysentery; treated by drainage 
of a pelvic abscess. 2 references. 

Carcinoma of the Large Intestine. Arthur W. Allen, Massachusetts General 
Hospital, Boston, Mass. S. Clin. North America 27:1018-31, October 
1947. Reports 1 case each of carcinoma of the cecum, of the trans- 
verse colon, of the descending colon and of the rectosigmoid; and 1 
case of carcinoma of the sigmoid with endometriosis. The operative 
procedure in each case is described. All patients made a good post- 
operative recovery. 3 references. 4 figures. 

Colitis. Z. T. Bercovitz, New York Post-Graduate Medical School, New 
York, N. Y. Bull. York Acad. Med. 24:51-70, January 1948. Discus- 
ses diagnosis and treatment of various types of colitis, including in- 
dications for surgical treatment of chronic ulcerative colitis. 10 ref- 
erences. | table. 

Submucosal Nodules of the Rectum. Diagnostic Significance. Raymond 
J. Jackman, Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo 
Clin, 22:502-504, Oct. 29, 1947. In 87 patients, submucosal nodules 
of the rectum were found on examination to be benign and more than 
half were a result of injection treatment. There were 6 cases of ma- 
lignant or potentially malignant lesions (2 lymphosarcoma, 4 carcin- 
oids), indicating the necessity for excision and examination of such 
lesions. 1 table. 

Hirschsprung’s Disease. James A. Jenkins, Dunedin, New Zealand. Aus- 
tralian & New Zealand J. Surg. 17:189-206, January 1948. Describes 
a new method of surgical treatment for Hirschsprung’s disease—excis- 
ion of portions of the internal anal sphincter—and reports 3 cases in 
which this operation was employed. Discusses nervous control of the 
colon and rectum in Hirschsprung’s disease. 39 references. 


33. Intestinal Obstruction 


ENDOMETRIOSIS AS A CAUSE OF OBSTRUCTION OF THE 
INTESTINE. 


Paul McGuff, Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo 
Clin. 23:215-221, Apr. 28, 1948. 


Endometriosis produces a lesion which grossly resembles carcinoma 

and may cause a partial or complete intestinal obstruction. Biopsy, im- 
mediate frozen section and pathologic confirmation of a clinical diagnosis 
of endometriosis are urged in all cases. The literature concerning the the- 
ories on the development of endometriosis is reviewed. Symptoms develop 
in women between the ages of 30 and 50 years and include sterility, ac- 
quired dysmenorrhea, pelvic or rectal pain, menstrual periodicity of symp- 
toms, lack of weight loss, presence of associated ovarian cysts or uterine 
fibroids with, at times, a long history of intestinal dysfunction. Rec- 
tal bleeding at the menses, in the absence of other anorectal disorders, is 
significant. Lower abdominal pain, distension and severe constipation are 
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usually present. Intestinal obstruction from endometriosis is suggested by 
the finding of a firm tumor in the rectovaginal septum or of tender pal- 
pable nodes with uterine fibroids or bilateral ovarian cysts. Roentgenolo- 
gically, the involved colon will have a long inconstant filling defect with 
sharp regular borders and intact mucosa. Biopsy of the rectal mucosa is 
ordinarily not informative since the tissue may be reported as inflamma- 
tory. The clinical picture is less characteristic when involving the ileum 
than in the rectosigmoid. 

The prognosis usually is favorable under treatment. Operation usu- 
ally consists of panhysterectomy with or without temporary colostomy; with 
ileal obstruction, the procedure of choice is ileal resection with or without 
preliminary enterostomy and with or without hysterectomy and_ bilat- 
eral oophorectomy. Intestinal resection without oophorectomy is indicated 
in the young woman with a discrete endometrioma producing obstruction 
and with ee normal pelvic organs. The records of 16 patients were 
studied. A definite and accurate preoperative diagnosis was made in 7 
cases. The average age was 39.5 years: 12 were or had been married (3 
pregnancies with 2 living children); and 9 had had pelvic operations. The 
average duration of comenstrual symptoms was 6.5 years; of bowel obstrue- 
tion symptoms, 4.8 years. Obstruction was complete in 4: partial in 6: 
and chronic and intermittent in 6. 

Kinking caused by endometriosis was the usual mechanism of ileal 
obstruction; impingement of the endometrioma into the intestinal lu- 
men that of lower bowel obstruction. Although, microscopically, endomet- 
rial glands and stroma were observed in all layers of the intestinal wall, 
dispersion was most diffuse in the muscular layers. Microscopic ulceration, 
observed once, is rare and uncharacteristic. Attention is called to the fact 
that endometriosis invades the bowel from its serosa inward while carcin- 
oma invades the bowel from its mucosa outward. 1 table. 

(Regression of endometriomas may be produced by the use of estrins, 
irradiation or bilateral oophorectomy. Intestinal resection or enterostomy 
is rarely required. Conservative treatment with the removal of ovarian cysts, 
resection of ovaries, myomectomies, separation of adhesions and liberation 
and placement of organs matted in the cul-de-sac with possible local excis- 
ions will usually suffice in the childbearing period.—eD. ) 


TORSION OF THE ILEOCECO-COLIC SEGMENT (VOLVULUS 
OF THE CECUM) | Torcedo do segmento ileo-ceco-célico (V olvulo do ceco) |. 


Eurico Branco Ribeiro. Sanatério Sado Lucas, Sdo Paulo, Brazil. An. 
paulist. de med. e cir. 55:357-70, May 1948. 


Three operatively verified cases of torsion involving the ileocecal 
bowel are reported. The first case was that of a 74 year old female who 
six days preoperatively had suffered nocturnal abdominal pains and had 
taken an enema without relief; colicky pains developed and the abdomen 
became generally swollen and tender. Three days later the distention and 
pains were less but a rounded tympanic tumor occupied the center of the 
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‘abdomen. The contrast-enema was blocked in the transverse colon and the 
double contour of the superimposed portions of the transverse colon were 
visible on the roentgenogram. A large air collection on the film corre- 
sponded to the location of the tumor, At operation the twisted sac was emp- 
tied and straightened. The cecum was merely plicated and sutured in the 
iliac fossa without removing the appendix (advanced age of patient). The 
patient died in less than a week. 

The second case, a 2 year old boy had abdominal pains, followed the 
next day by vomiting; there was a tumor in the left upper abdominal re- 
gion. ‘The stools were slightly tinged with blood (suspected intestinal in- 
vagination). The mass was untwisted and sutured into the iliac fossa. Eight 
days later while removing the skin clips the patient strained and produced 
a complete wound dehiscence with prolapse of the small intestines. The 
prolapse was replaced, ether poured into the abdominal cavity (this was 
in 1940) and the wound reunited in layers with uneventful recovery. 

The third case was that of a 66 year old male who had always had 
stomach trouble (heaviness in abdomen; periodic pains; salivation; food 
intolerances) and in whom six days preoperatively colicky pains and vom- 
iting developed; a painful tumor in the right flank was found. The cecum 
was dilated and mobile at operation but there was no actual torsion; merely 
a constricted line showed where it had been present. The cecum was su- 
tured to the posterior abdominal wall, the appendix removed and the wound 
closed with uneventful recovery. The patient has since suffered some ab- 
dominal pains which are ascribed to a duodenal ulcer. 28 references. 5 
figures. 

References to Current Articles 
Mesenteric Thrombosis. J. E. McClenahan and Bernard Fisher, Mercy Hos- 
pital and University of Pittsburgh Medical School, Pittsburgh, 

Pa. Surgery 23:778-85, May 1948. 

Vultiple Intussusceptions, Direct and Retrograde, of Traumatic Ori- 


gin. William H. Falor, Akron, O. Ann. Surg. 127:730-37, April 1948. 


34. Anus 


See Index for Related Articles 


35. Liver and Biliary Tract 
STRICTURE OF EXTRAHEPATIC BILE DUCTS. 


William W. Mattson. Tacoma. Wash. Northwest Med. 46:773-78. Oc- 
tober 1947. 


These result from many causes, all producing obstructive jaundice. A 
prolonged miserable condition eventuating in death occurs unless it is re- 
lieved and the duct function restored. The strictures are commonly clas- 
sified as congenital, traumatic, inflammatory and those caused by tumors. 
Traumatic is the chief of these. This means that the surgeon is mainly res- 
ponsible because injuries to the bile ducts through war casualties and in- 
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dustrial accidents are practically unheard of. The important point to be+ 
determined is how close the surgeon may go to the common duct in ligating 
the cystic duct without endangering the former. It is quite possible to cause 
pathologic trauma of the former in endeavor not to leave too long a cystic 
duct. Another possibility would be to unknowingly include an anomalous 
hepatic artery in the ligature about the cystic duct. Stricture of these ducts 
is a serious complication of surgery of the biliary tract and often not eas- 
ily corrected. There is no standardized corrective procedure, the best re- 
sults being obtained by using the method which seems best adapted to the 
individual case. Resection and reconstruction over a T-tube is preferred in 
accessible minor strictures. Less accessible strictures and more extensive 
defects may be corrected by side to side or end to side choledochoduodenos- 
tomy. These operations can be performed by the average well trained sur- 
geon. End results are usually satisfactory. 

A few technical changes are suggested in use of the Roux principle 
as advocated by Cole, Ireneus and Reynolds. It is believed that the point 
at which the jejunum becomes retrocolic should be moved as far as possible 
to the right, thus allowing the jejunal arm to shift suddenly to the left as 
it passes under the colon. Better directed food current should be obtained 
by drawing the jejunal arm up through the mesocolic opening to the point 
of anastomosis and fixing it there. The sharp left shift of the jejunal arm 
makes the angle between the Y loops more acute and more isoperistaltic. 
Placing a stitch in the mesentery of the proximal jejunum a few inches 
above the anastomosis might help. Narrowing the lower jejunal arm by 
bringing the mesocolon closely around the jejunal arm just above the an- 
astomosis might also aid by simulating the ampullar portion of the common 
duct. It is also suggested that the jejunal arm be made long enough to per- 
mit an end to side anastomosis with the bile duct at the porta hepaticus. 
a rubber tube being placed in the hepatic duct. The latter is exteriorized 
through and along the jejunal arm after the jejunal wall is stitched to the 
liver capsule around and above the anastomosis. Advantages of the Roux 
operation with these modifications are that the biliary-intestinal anastomo- 
sis is isolated well away from the food stream, an adequate mucosa line 
tube is utilized which tolerates bile and is not susceptible to stricture. 12 
references. 4 figures. 


STRICTURES OF THE COMMON DUCT. 


Warren H. Cole, University of Illinois College of Medicine, Chicago. 
Ill. Canad. M. A. J. 58:582-88, June 1948. 


In a study of 39 cases observed between 1936 and 1947, two-thirds 
are definitely related to operative trauma of a previous operation, almost 
always of the cholecystectomy type. Inflammation, usually of the obliter- 
ative cholangitis type accounted for another 20 per cent and chronic fibros- 
ing pancreatitis for 13 per cent. Since so many of the cases are related 
to operative trauma, all possible precautions must be taken to prevent dam- 
age to the common duct. Important factors in prevention of damage are: 
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good exposure; isolation of the junction of the common duct before ligat- 
ing the cystic; ligation of the cystic duct and artery separately; cut no 
structure until identified; ligate no artery until proved it enters the gall- 
bladder; avoid blind stabbing with an artery forceps to control hem- 
orrhage; start dissection of the gallbladder at the fundus when adhesions 
are dense around the common duct. Meticulous preoperative care is essen- 
tial in these patients, since they are so commonly dehydrated, in hypoelec- 
trolytic imbalance, anemic and hypoproteinemic. In addition hepatic in- 
sufficiency is usually present. The various defects noted must be corrected, 
if at all possible, before operative repair is attempted. 

For several years, we have been using the Roux Y type of operation 
in patients in whom no common duct can be found, although we strongly 
recommend end to end suture of the duct whenever the distal end can be 
found. In the Roux Y operation we are convinced some type of support 
must be afforded the suture line between the stump of common duct and 
end of jejunum for at least three months following the repair. We have 
used vitallium tubes for this support in most cases, with fairly satisfactory 
results; we fix the tube in position with only enough sutures, we think, to 
hold the tube in position for several weeks but not permanently. Recently, 
we have devised an operation consisting of the use of a cuff of jejunal mu- 
cosa in covering the raw surface of the stump of the hilar duct when no 
stump of duct actually protrudes beyond the hilus. This cuff of mucosa 
acts as a graft and in our opinion minimizes the fibrosing process at the 
hilus where stricture formation usually recurs. Although we have used this 
operation in only a few cases we have been very satisfied with results to 
date. The mortality rate in 53 operations on 39 patients has been 7.5 per 
cent. 13 references. 2 tables. 5 figures. 

Author's abstract. 

(The mortality in this group of 39 patients with 53 operations is re- 
markably low, and is proof of both the preoperative and postoperative care 
as well as the skill of the surgical staff. The emphasis placed upon the 
epithelial union of any anastomosis of the common duct is most important. 
Any material used to bridge a gap is unsatisfactory, either because the lu- 
men becomes plugged sooner or later, with calcareous material or, 
if passed, is followed by connective tissue contracture and recurrence of 
stricture.—A. 0. W.) 


References to Current Articles 


The Electrocardiogram in Biliary Tract Disease and During Experimental 
Biliary Distention. Clinical Observations on 26 Patients. G. B. Hodge. 
Spartanburg. S. C. and A. L. Messer, Boston, Mass. Surg., Gynec. & 
Obst. 86:617-26, May 1948. 

Choledochotomy. Robert W. Buxton and Lloyd B. Burk, Jr., University of 
Michigan, Ann Arbor, Mich. Surgery 23:760-67, May 1948. 

Myotonia Acquisita Due to Chronic Caleulous Cholecystitis and Cured by 
Cholecystectomy. I. Darin Puppel and Edith Kline, Ohio State Uni- 
versity. Columbus, O. Surgery 23:768-72. May 1948. 
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Gallbladder Gas Gangrene. Roswell K. Brown and Elmer Milch, Buffalo 
General Hospital, Buffalo, N. Y. Gastroenterology 10:626-33, April 
1948. 

Torsion of the Gall-Bladder. Frank Forty, Redhill County Hospital, Edg- 
ware, England. Brit. M. J. 4562:1137, June 12, 1948. 


36. Pancreas 


SURGICAL TREATMENT OF CARCINOMA OF THE AMPULLA 
OF VATER AND THE EXTRAHEPATIC BILE DUCTS. 


Vinton E. Siler and Max M. Zinninger, University of Cincinnati Col- 
lege of Medicine and Cincinnati General Hospital, Cincinnati, O. Arch. 
Surg. 56:199-223, February 1948. 


This report is based upon the analysis of cases proved to have carcin- 
oma of the ampulla of Vater and extrahepatic bile ducts by operation and 
biopsy, operation and autopsy or by autopsy alone. We are advertently ex- 
cluding carcinoma of the head of the pancreas in this study. In the period 
1937 to 1946 inclusive we have treated 8 cases of carcinoma of the am- 
pulla of Vater and 10 cases of carcinoma of the extrahepatic bile ducts. 
In the final analysis the diagnosis and treatment may be considered the 
same for carcinoma of each; for clarification and case analysis we are 
presenting this discussion by separate consideration of these two regions. 

The conclusions drawn from this study are: (1) 8 proved cases of am- 
pullary carcinoma have been reported (2 in detail) showing a resection op- 
erability rate of 50 per cent and a ten year mortality rate of 87.5 per cent; 
(2) 10 proved cases of carcinoma of the extrahepatic bile ducts have been 
reported (1 in detail), showing a resection operability rate of 27.7 per 
cent and a ten year mortality rate of 100 per cent; (3) combined series 
show a resection operability rate of 27.7 per cent and a comprehensive ten 
year mortality rate of 94.4 per cent; (4) low resection operability rate 
plus the high mortality rate reveals the seriousness of these lesions (the goal 
must be earlier diagnosis and earlier surgical treatment) ; (5) 3 cases have 
been reported in detail—methods of performing pancreaticogastrostomy and 
pancreaticojejunostomy have been discussed; (6) pancreaticojejunostomy 
is a desirable feature of partial duodenopancreatectomy because the pan- 
creatic secretion aids digestive physiology and its flow to the gastrointes- 
tinal tract eliminates the possibility of hydropancreatosis; (7) analysis of 
the survival period indicates partial duodenopancreatectomy to be the pro- 
cedure of choice. 13 references. 5 tables. 16 figures. 

Author’s abstract. 


TOTAL PANCREATECTOMY. 


Eugene A. Gaston, Boston University School of Medicine, Boston, Mass. 
New England J. Med. 238:345-54, Mar. 11, 1948. 


A natural outgrowth of the increasing interest in surgery of the pan- 
creas is recent efiorts aimed at the feasibility of total pancreatectomy, not 
only for the elimination of malignancy involving the entire pancreas but 
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also for the relief of certain types of benign pancreatic disease. To date, 
16 cases of total pancreatectomy have been reported in the literature. The 
seventeenth case, reported here, concerns a 70 year old man with a history 
of upper abdominal pain of four months’ duration. At operation, an ad- 
enocarcinoma was found to involve the entire pancreas without gross evi- 
dence of distant metastases. In addition to resection of all of the pancreas 
the following structures were removed: spleen, pyloric antrum of the stom- 
ach, all of the duodenum, 15 em. of jejunum, the lower half of the common 
bile duct and the right half of the transverse colon. Postoperatively the 
patient did well until the sixth postoperative day when sepsis developed 
about the distal loop of the transverse colostomy. This eventuated in death 
due to local peritonitis on the eighth postoperative day. Metastatic malig- 
nancy was found in the left adrenal gland at autopsy. 

Of the 17 reported cases of total pancreatectomy 11 were done for 
cancer, of whom 3 survived the immediate postoperative period; an opera- 
live mortality of 73 per cent. Of the 3 who survived operation, 1 died in 
three and a half months of carcinomatosis, the second was living without 
known recurrence four months after operation and the third was living with 
probable recurrence fifteen months after operation. Of the 6 patients with 
benign disease 4 were operated on for pancreaticolithiasis with an oper- 
ative mortality of 50 per cent. Of the 2 survivors, 1 died of an insulin 
reaction at the end of two and a half months and the other was alive and 
free of abdominal pain one year postoperatively. Total pancreatectomy 
was performed in the remaining 2 cases because of hyperinsulinism due to 
islet-cell adenomas. At the time of the reports both patients were living 
and well, 1 thirty-seven months and the other eight months postoperatively. 
In the 17 cases of total pancreatectomy for all causes, 7 patients survived 
operation and 10 died, an operative mortality of 59 per cent. In the pres- 
ent state of knowledge of the physiologic effects of total pancreatectomy 
in man the following points regarding the postoperative treatment of such 
cases may be emphasized. 

The diabetes that follows total pancreatectomy is relatively mild and, 
at least in the early postoperative period, appears to be associated with an 
increased insulin sensitivity. Because of this, hypoglycemic reactions, 
which may be severe or even fatal, should be carefully avoided. Early 
treatment of the diabetic state should be directed toward the prevention of 
ketosis rather than to the rigid control of blood sugar levels. The fatty 
liver associated with total pancreatectomy in dogs has not been observed in 
man but this is probably not a species immunity. Prevention of this dis- 
order can probably be effected by a diet rich in choline. About 2 Gm. of 
choline daily is required to prevent fatty liver in pancreatectomized dogs. 
One egg yolk contains about 0.5 Gm. of choline and liver and other glan- 
dular meats contain large amounts. In addition, choline chloride and meth- 
ionine are available commercially and may be used to supplement the diet. 
In patients who survive for long periods, an occasional check on the level 
of plasma lipoids, as well as on the size of the liver as noted clinically, 
should give warning that fatty metamorphosis is taking place. Because of 
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the poor fat digestion in the total absence of pancreatic secretion, the stools 
tend to be bulky and frequent and these changes are more marked the higher 
the fat content of the diet. For these reasons the postoperative diet should 
be low in fat, the caloric intake being made up with carbohydrates, which 
are well tolerated. In addition, pancreatin, in doses of 15 Gm. daily. 
should be administered to increase the absorption of fat and protein and 
to aid in the maintenance of nitrogen equilibrium. 40 references. 2 tables. 
2 figures. 
Author's abstract. 


ACUTE PANCREATITIS. 

Constantine J. MacGuire and Alexander J. Conte, St. Vincent’s Hos- 
pital, New York, N. Y. Ann. Surg. 127:557-63, March 1948. 

In 30 cases of acute pancreatitis treated in 1936 to 1946, the diag- 
nosis was confirmed by marked elevation of the blood amylase, operation 
or autopsy. There were 7 cases in which operation was not done with three 
recoveries and four deaths. There were 23 cases in which operation was 
done with seventeen recoveries and six deaths. Exploratory laparotomy 
with drainage was done in 7 cases with five recoveries and two deaths; pan- 
creatotomy in 5 cases with four recoveries and one death; cholecystostomy 
and pancreatotomy in 5 cases with two recoveries and three deaths; chole- 
cystectomy was done in 3 cases (cholecystectomy with choledochostomy in 
2, choledochostomy in 1); all recovered. In this series of cases it is noted 
that males predominated over females 21 to 9, the reverse of the findings 
in other series of acute pancreatitis. There was a previous history of gall- 
bladder disease in 15 cases. : 

From this study the conclusion is drawn that determination of 
the blood amylase is essential in the diagnosis of acute pancreatitis. The 
edematous type of acute pancreatitis should not be operated on but opera- 
tion is indicated in the necrotic type after the initial shock is overcome. 
The author is of the opinion that pancreatotomy is contraindicated, as it 
provides no real drainage and may result in severe hemorrhage. In some 
cases cholecystostomy and drainage of the lesser sac give good results. 4 
references. 3 tables. 1 figure. 

(1 doubt if the mortality rate in the acute hemorrhagic type of pan- 
creatitis is any lower with operation than without. Operation is indicated 
for the complications of acute pancreatitis.—T. G. 0.) 


CONTRIBUTIONS TO THE KNOWLEDGE OF PANCREATIC RE- 
FLUX AS AN ETIOLOGIC FACTOR IN CHRONIC AFFECTIONS 
OF THE GALL BLADDER. AN EXPERIMENTAL STUDY. 

Erik Hjorth, Caroline Institute and the Royal Seraphimer Hospital, 
Stockholm, Sweden. Acta chir. Scandinav. 96:12-76, Suppl. 134, 1947. 

Reflux of pancreatic juice can, in the main, occur only when made 
possible by the anatomic relationship between the pancreatic and bile ducts. 
A roentgenologico-anatomic study of the opening of the ducts in 100 sub- 
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jects (50 men; 50 women) permitted these conclusions: (1) possible ana- 
tomic communication between the pancreatic and common duct was pres- 
ent in 86, = 3.5 per cent; (2) visualization of the pancreatic duct 
by means of cholangeography occurred in 46.7, + 2.4 per cent (a figure 
which must be regarded as a minimum one); (3) Santorini’s duct was in 
open communication with the duodenum in 44, + 7 per cent of the men and 
in 14, + 4.9 per cent of the women (this significant difference has not been 
noted previously and this anatomic difference between the sexes may afford 
the explanation for the preponderance of biliary afflictions in women). 

The author infers that the activity units of diastase found in bile from 
surgical gallbladder specimens, must have originated from the pancreas 
through reflux, this theory being supported by the fact that the pancreatic 
duct was visualized in 6 out of 9 cases examined by means of cholangeog- 
raphy. Pancreatic trypsin is presumed to be the causative factor in chronic 
cholecystitis because of the stereotyped anatomicopathologic pictures in 
this condition, plus the fact such gallbladder bile and gallbladder wall are 
frequently sterile. Furthermore the gallbladder epithelial lesions, produced 
by trypsin are presumed to be source of the necrotic cells, which have been 
showed to make up part of the nucleus of a gallstone. 

An experimental study on chronic affections of the gallbladder caused 
by trypsin was conducted, using 31 rabbits. Results inferred: (1) when ac- 
tive trypsin is injected into the gallbladder of a rabbit, with simultaneous 
occlusion of the cystie duct, anatomicopathologic pictures of more or less 
marked chronic cholecystitis will be produced in from five weeks to thir- 
teen months: (2) these gallbladder changes are sometimes associated with 
the formation of calculi; (3) inactivated trypsin injected into a rabbit’s 
gallbladder. under similar experimental conditions fails to produce any 
remarkable anatomicopathologic changes in the wall; (4) various stages 
of those anatomicopathologic ‘changes occurring in the so-called chron- 
ic stone gallbladder in man are those so strikingly reproduced in the diag- 
nosed anatomicopathologic changes in the gallbladder seen in these experi- 
ments; (5) the fact that the chemical structure of the experimentally pro- 
duced caleuli does not entirely conform to that of human gallstones must 
be regarded as of secondary importance, particularly so since the rabbit 
seems to lack the capacity for the formation of biliary calculi, this situa- 
tion possibly being due to the fact that in the rabbit the pancreatic and 
common ducts open separately. 

(I believe that pancreatic reflux as a cause of gallbladder disease has 
not been proved.—t. G. 0.) 


PROBLEMS INVOLVED IN) PANCREATODUODENAL RESEC.- 
TION. 


Joel W. Baker, Mason Clinic, Seattle, Wash. West. J. Surg. 56:1-11, 
January 1948. 


Until Whipple successfully accomplished radical resection of the pan- 
creatic head in 1935, cancer of this region was treated with palliative by- 
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pass of the obstructed biliary duct or, at most, by conservative local resee- 
tion of the small ampullary growth. It is still difficult in most instances 
to predict whether the simple palliative procedure or the more radical re- 
section will offer the patient the more. Twelve years of reported experience 
with the radical resection is still inadequate to establish to what degree 
cancer of the pancreatic head or ampullary region lends itself to arrest by 
such radical resection. Cancer originating in the pancreatic substance but 
not causing biliary obstruction until late has a poorer prognosis than can- 
cer originating in the terminal bile duct or ampulla of Vater creating there- 
by an earlier biliary obstruction. Difficulty in establishing the diagnosis 
in the earlier, more favorable case may add to the surgeons perplexity in 
deciding between a palliative procedure and a radical resection. It would 
seem that resection should be reserved for the more favorable lesions, and 
should be accomplished in one stage, if possible. Occasionally, decompen- 
sated hepatic function makes a physiologic division of the operation into 
two stages mandatory. 

Four steps in the evolutionary development of the present procedure 
have reduced the surgical mortality from 50 per cent to 20 per cent and 
have also eliminated certain complications. These advances are: (1) con- 
trol of the 30 per cent mortality due to hemorrhage by the introduction 
of vitamin K in 1941; (2) reduction of secondary cholangitis by isolation 
of the biliary anastomosis in 1938; (3) prevention of biliary fistula by an- 
astomosis of the common duct in 1941; (4) prevention of pancreatic fis- 
tula (and salvage of the external pancreatic secretion) or pancreatico-je- 
junostomy in 1941. The author summarizes the various physiologic and 
technical problems inherent in the subject and outlines the reported exper- 
ience in the literature and describes his own personal experience in seven 
radical resections. 35 references. 2 tables. 15 figures. 

Author's abstract. 


References to Current Articles 

Carcinoma of the Pancreas. A Clinicopathologic Survey. Gershon B. Sil- 
ver and Ruth K. Lubliner, Montefiore Hospital, New York, N. 
Y. Surg., Gynec. & Obst. 86:703-16, June 1948. 

Phlebothrombosis Associated with Mucin-Producing Carcinomas of the 
Tail and Body of the Pancreas. A Clinicopathologic Study of Two 
Cases with Necropsy. W. K. Jennings and William O. Russell, Santa 
Barbara Cottage Hospital and University of Southern California Med- 
ical School, Santa Barbara, Calif. Arch. Surg. 56:186-98, February 
1948. 

Acute Pancreatitis. Pathophysiology and Treatment. W. Tejerina-Fother- 
ingham, Rosario, Argentina. Gastrenterology 10:687-96, April 
1948. 

Traumatic Pseudo-Cyst of the Pancreas with Pleural Effusion. Report of 
Two Cases. B. J. Bickford, Broad Green Hospital, Liverpool, England. 
Brit. M. J. 4562:1134-35, June 12, 1948. 
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37. Spleen 


References to Current Articles 


Principal Indications for Splenectomy During Childhood. George Van 
Buren, Akron and George M. Curtis, Columbus, O. Arch. Surg. 56: 
125-31, February 1948. 


38. Genitourinary Surgery 


PROSTATIC SURGERY AND HEART DISEASE. 


Herman L. Kretschmer and Stuyvesant Butler, Presbyterian Hospital, 
Chicago, Ill. J. A. M. A. 136:441-44, Feb. 14, 1948. 


A study was made of 314 consecutive patients with prostatic obstruc- 
tions to determine the incidence, type and severity of cardiovascular dis- 
eases and their effect on operability, morbidity and mortality of prostatic 
resection. A total of four hundred and four multiple resections were done 
because of large glands, recurring cancer and the fact that multiple short 
resections were considered safer for patients with serious cardiovascular 
lesions. Every effort was made to determine accurately the condition of 
the circulatory system. It was found that 35.66 per cent of patients in this 
series had some variety of heart disease, 19 having congestive heart failure 
when admitted to the hospital. There were 12 patients who had had anginal 
attacks, | claiming 1,100 attacks. He had been advised that he could not 
be operated upon for prostatic obstruction though an anginal attack was 
precipitated by urinary distress. He received two transurethral resections 
with resulting marked decrease in number and severity of his anginal at- 
tacks. Careful blood pressure studies are important for patients with pros- 
tatic obstruction because abnormally high or low blood pressure materially 
increases the surgical risk. Hypertension may be reduced considerably be- 
fore operation by a preliminary indwelling catheter or suprapubic cysto- 
tomy. 

The question of routine use of the electrocardiogram in cases of pros- 
latic obstruction depends upon whether or not it gives information or re- 
veals lesions not obtained by a careful history and physical examination. 
In this series, electrocardiograms showed 7 patients with active coronary 
occlusions when admitted though they had no history of coronary disease; 
33 cases of disturbed conduction, 18 with auriculoventricular block and 
12 with auricular fibrillation. Ten cases of impaired conduction and 1 of 
complete heart block were diagnosed by electrocardiogram. The mortality 
in this series was 1.9 per cent but only 1 death from heart disease and that 
from coronary thrombosis ten days postoperatively. 

This study indicated that the prognosis of patients with prostatic ob- 
struction and heart disease is good provided the cardiac condition is re- 
cognized and proper treatment started preoperatively. Low mortality and 
relief from prostatic obstruction for the cardiac patient is made possible 
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by careful preoperative study and treatment; use of transurethral resection, 
modern methods of anesthesia and blood transfusions: early postoperative 
ambulation. 3 references. 5 tables. 


RETROPUBIC PROSTATECTOMY. 


Terence Millin, All Saints Hospital for Genito-Urinary Diseases, Lon- 


don, England. J. Urol. 59:267-80, March 1948. 


Although retropubic prostatectomy is not intended to supplant trans- 
urethral, perineal or suprapubic extirpations, the procedure is applicable 
to all types of prostatic obstruction, is easily mastered by the trained oper- 
ator, is easily taught and, in average hands, affords results comparable to 
those obtained by any other approach. Further, this procedure makes pos- 
sible unexcelled visualization of the prostatic bed, a closed bladder at the 
end of operation and a minimum of shelf formation through excision or 
plastic suture of the bladder neck. This abdominal extravesical approach 
has been used previously by van Stockum, Otto Maier, Casper and Jacobs 
and Hybbinette but little progress was made with it. The present technic 
worked out independently by the author and illustrated in Retropubic Urin- 
ary Surgery (Williams & Wilkins, Baltimore, Md.) has been used in over 
400 cases and is consistently employed in all but exceptional cases of pros- 
tatic hypertrophy. 

In 50 cases of benign prostatic obstruction treated retropubically dur- 
ing a ten week period in 1947, the average age was 65.4 years: proportion 
of cases admitted with retention, 44 per cent; average postoperative hos- 
pitalization, 16.6 days. Of the 402 cases so operated upon between Sept. 
1, 1945 and May 22, 1947, only 24 were as a secondary procedure and of 
these only 9 had been previously subjected to cystostomy. The mortality 
incidence for the series was 4.75 per cent. A discussion of some types of 
associated urinary tract disease is presented. Usually when the blood urea 
is not below 70 mg. per cent, following ten to fourteen days forced fluids 
and catheter drainage; in cases of renal incompetence, cystostomy is done. 
Since the advent of the sulfonamides and antibiotics, most cases of gross 
infection can be rendered suitable for a one stage retropubic operation. 
Although large vesical calculi require transvesical removal, stones of 
1 inch in diameter are easily extracted through the vesical neck during 
retropubic prostatectomy. Though even large vesical pouches are not a bar 
to retropubic prostatectomy, they are ordinarily resected before or at the 
time of operation. In 3 instances of an intermediate type of vesical neo- 
plasm, retropubic enucleation of the prostate following transvesical endo- 
thermic excision provided a satisfactory result. 

In cases of a fibrous prostate or median bar (usually best treated by 
transurethral resection), if passage of a resectoscope is contraindicated, or 
open operation is demanded, the retropubic approach is excellent. With the 
calculous prostate, which demands surgery, the retropubic operation (as a 
one or two stage procedure) offers an excellent solution. In cases of pros- 
tatic carcinoma undiagnosed until operation radical extirpation may be ac- 
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complished by the perineal or retropubic routes. Other problems solved 
satisfactorily include, torn prostatic apex associated with fractured pelvis; 
exposure and excision of congenital prostatic valves: incontinence in epi- 
spadias: impacted prostatic calculi; some postprostatectomy obstructions; 
and prostatic abscesses. 4 tables. 


RETROPUBIC PROSTATECTOMY. AN EXTRAVESICAL TECH- 
NIQUE. REPORT OF 32 CASES. 


Samuel K. Bacon, University of Southern California School of Med- 


icine, Los Angeles, Calif. J. Urol. 59:376-84, March 1948. 


On Dec. 12, 1946, I performed my first operation using the Millin 
technic. The present series of private and clinic cases numbers 32 and, al- 
though this number is of no particular statistical value, it has enabled me 
to develop a precise, surgical technic. There was 1 death due to coronary 
ocelusion which was proved at necropsy. The operation is anatomically 
sound as no important organs are disturbed or endangered. All obstructing 
tissue is removed thereby eliminating the risk of recurrence. There is prac- 
tically no danger of postoperative or delayed hemorrhage, persistent fis- 
tula, prolonged infection or urethral stricture. The procedure is done in a 
highly vascular area so that exact and prompt ligation of precapsular veins 
must be carried out. The surgical technic is far easier than the perineal 
or transurethral procedures. Starting over the symphysis pubis, a longitu- 
dinal incision is made and opened to the retropubic space, which is exposed 
by retraction. Gauze is packed gently into each lateral recess of the pros- 
tate. The precapsular veins are underrun with Millin’s boomerang needle 
and ligated. A short transverse incision 1 cm. distal to the bladder neck 
is made through the capsule down to the adenoma. The prostate is enucle- 
ated from its apex, turned upward through the capsular incision, grasped 
with a tenaculum and removed under direct vision. Hemostasis is obtained 
by point fulguration. A urethral catheter is introduced and guided into the 
bladder. The capsule is closed, if possible in 2 layers, using chromic 1] 
and the boomerang. Then the abdominal wound is repaired. The most 
startling observation is the comfort and progress of the patient. 

Author’s abstract. 


SURGICAL ASPECTS OF BILATERAL FAMILIAL PHEOCHRO- 
MOCYTOMA. 


J. A. Campbell Colston, Johns Hopkins Hospital, Baltimore, Md. J. 
Urol. 59:1036-60, June 1948. 


Although pheochromocytomata are ordinarily well encapsulated, the 
capsule may be delicate and thin. Areas of hemorrhage, necrosis and cal- 
cification are more common in malignant than benign types. Frequently 
the adrenal gland is compressed and flattened and may be densely adherent 
to or partially incorporated in the capsule. Microscopically the tumor, par- 
ticularly the central portion, shows numerous large anastomosing venules 
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and sinusoids. Between the tumor cells, which are arranged in rather large, 
irregularly shaped groups and cords, are delicate connective tissue septums 
with capillaries. Individual cells are somewhat large and polygonal and 
in general bear a closer resemblance to ganglion cells than chromaffin cells 
of the normal adrenal medulla. The coarse, granular cytoplasm frequently 
contains eosinophilic and basophilic granules. The cells pheochrome prop- 
erties are evidenced by their hazy brown color. The usually oval or rounded 
nuclei are mostly hyperchromatic, some having large nucleoli. 

The characteristic diagnostic feature is a rapid rise in both systolic 
and diastolic pressure to astoundingly high levels. The sudden episodes, 
lasting from about five to fifteen minutes, cause a severe generalized head- 
ache; blanching and coldness of extremities followed by generalized flush- 
ing and a sensation of warmth, nausea, vomiting, fainting, anxiety and ap- 
prehension and finally lassitude and complete exhaustion. These crises 
which become progressively more frequent and severe may cause death by 
cerebral accident or acute myocardial failure. The attacks may be precipi- 
tated by emotional crises, straining at stool, or lying in certain positions, 
particularly on the side having the tumor. 

To date no correct preoperative diagnosis has been reported in a case 
of sustained hypertension caused by pheochromocytoma. With a suggestive 
clinical picture, radiographic study is indicated, although with a small tu- 
mor findings may not be significant. Sometimes the flat film and intravenous 
urogram will show a soft tissue shadow with downward displacement of the 
corresponding kidney (in such cases retrograde pyelography furnishes no 
further information). The questionable interpretation and danger of air 
embolism are felt to be against the use of perirenal air or oxygen insuffla- 
tion. The histamine test (0.05 mg. histamine intravenously), which when 
positive causes a typical episode, is of great diagnostic value. The surgical 
problems are the ease with which the tumor’s thin capsule may tear; the 
difficulty of conserving adrenal tissue when the gland is incorporated in or 
extremely adherent to the capsule; and selection of the proper surgical ap- 
proach. With the lumbar approach, rib resection is necessary for adequate 
exposure and often the pleura is accidentally opened, resulting in a_post- 
operative pneumothorax. Upper abdominal transverse incision has the ad- 
vantages of complete visualization of both adrenals and the elimination of 
the need for perirenal insufflation. 

The interesting fact about the 2 cases presented is that the patients 
were closely related, niece and maternal aunt, and that the mother of the 
niece had died of hypertension at the age of 28, after experiencing episodes 
similar to those experienced by her daughter. The niece, a 22 year old 
white girl was admitted to the hospital in April 1946, complaining of a 
recurrence of the symptoms of pheochromocytoma, for which she had been 
operated on four years before. At that time (Hyman and Mencher, 1943) 
a pheochromocytoma was removed from the left adrenal region but the pos- 
terior capsule was left in situ because of adherence to surrounding struc- 
tures. She was asymptomatic for nine months. At the present examination 
the thyroid was found to be diffusely and symmetrically enlarged to about 
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twice normal size. The blood pressure of 120/80 rose to 200/150 during an 
attack. A plain rentgenogram failed to show any abnormality on the right 
side. On the left side, above the kidney, was a suggestion of a soft tissue 
mass. The cold pressor test raised the blood pressure to 140/100 without 
other symptoms but the histamine test produced a typical attack with blood 
pressure rise to 200/140. At operation a soft vascular tumor measuring 7 
by 4 cm. was found above the upper pole of the left kidney. Because of the 
intimate connection with the adrenal, two-thirds of this gland had to be 
removed with the tumor. The pathologic diagnosis was pheochromocytoma. 
A small nick in the pleura resulted in postoperative pneumothorax and med- 
iastinal emphysema. On the tenth day a recurrence of attacks began when 
the patient lay on her left side. The histamine test was positive and three 
and one-half months later a tumor measuring 8 by 6 cm. was removed from 
the right adrenal region, about two-thirds of the right adrenal also being 
removed with the tumor. At both operations the blood pressure had risen 
to 240/120 upon delivery of the tumor. The histamine test was negative 
following the second operation and follow-up has revealed the patient to be 
well and able to work. 

The aunt, 36 years of age, was also admitted to the hospital with a 
recurrence of symptoms of pheochromocytoma which had _ originally 
appeared following a subtotal thyroidectomy, for palpitation and moderate 
thyroid enlargement, at the age of 18. At the age of 27, a left pheochromo- 
cytoma had been removed along with the left adrenal gland and kidney (all 
intimately connected). She had been asymptomatic for nine months 
at which time the attacks recurred, the only remission coming during her 
first pregnancy (induction of labor for second pregnancy because of sever- 
ity of attacks). The present physical examination revealed a rough systolic 
murmur (of probable rheumatic origin), a variable blood pressure (120/ 
80 to 250/140), curious frequent changes in cardiac rhythm, a palpable, 
enlarged, nontender right kidney, and the liver at the costal margin. Intra- 
venous urogram revealed a large soft tissue mass above the right kidney. 
The phenolsulfonphthalein test showed a distinct diminution of 15 per cent 
in the first fifteen minutes and a total of 55 per cent in two hours. The his- 
tamine test produced a typical attack, the blood pressure rising to 300/90. 
At operation the tumor, about the size of a grapefruit, was found, the right 
adrenal being intimately attached to the tumor capsule except for about 
one-third which was uninvolved and could be separated and preserved. 
Pathologic diagnosis was pheochromocytoma. The postoperative course was 
stormy but after two weeks there was no chemical or clinical evidence of 
renal insufficiency and the histamine test was negative. Follow-up shows 
the patient to be doing well (blood pressure never over 115/80) and to 
have come through a recent pregnancy without event. However, symptoms 
of Reynaud’s disease (blanching of hands and cold nose) present since the 
age of 18, persist. 39 references. 11 figures. 
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A METHOD OF URETERO-INTESTINAL ANASTOMOSIS. PRE- 
LIMINARY REPORT. 


R. H. Flocks, College of Medicine, University of Iowa, Iowa City, Ia. 
J. Urol. 59:21-30, January 1948. 


In considering the different technics of ureteral intestinal anastomo- 
sis the author emphasizes the great need for the preservation of the uretral 
blood supply. Injection studies revealed that the ureter has an excellent ar- 
terial supply which is distributed from both the proximal and distal ends 
and along its course. The arterial supply within the ureteral wall could 
be outlined by injection from either end. It was found that if one injects 
the arteries of the human cadaver, having first divided one ureter as in 
operations modeled after the Coffey technic, the density of the arterial sup- 
ply in the distal portion of the divided ureter was definitely less than in 
the undivided ureter which had been dissected out in a manner similar to 
the way in which it is dissected out in operations making use of the intact 
ureter. A technic was therefore devised by which one was able to create the 
anastomosis in the first stage under vision and at the same time the ureter 
was permitted to remain intact so that its blood supply at the point of the 
anastomosis was maintained. At the same time the proximal ureter was 
drained by means of a small ureteral catheter. In contrast to other tech- 
nics this procedure has the following advantages: (1) by the use of the in- 
tact ureter it maintains the blood supply at the region of the anastomosis; 
(2) by creating immediately an anastomosis around the ureteral catheter 
the danger of ureteral obstruction from surgical edema or kinking is ob- 
viated; (3) because the anastomosis is completed in the first stage, the only 
thing that needs to be done in the second stage is simply to ligate the dis- 
tal ureter. 


The patient is prepared by the use of the Levine tube, parenteral feed- 
ings and sulfasuxidine given by mouth for several days preoperatively. En- 
emas (until clear) are given the night before the procedure and the recto- 
sigmoid is irrigated thoroughly again after the patient is on the table. A 
silk and wax rectal tube is then inserted and left in place. A suprapubic 
incision is made and the abdominal cavity entered. The region of the sig- 
moid and the lower portion of the ureters are exposed, the parietal periton- 
eum is incised and the intact ureters are freed by blunt dissection. A closely 
adjacent portion of the sigmoid is selected and a bed for the ureter pre- 
pared by splitting the serosa of the sigmoid. Three traction sutures of fine 
black silk are then placed in the lateral free flap of the bed and passed 
under the ureter to facilitate its approximation to the open bed. The rectal 
tube is now manipulated so that its open end is presented to the previously 
prepared bed of the sigmoid beneath the mucosa and a single black silk 
suture is passed through the serosa of the ureter and the muscularis of the 
sigmoid on either side of the open end of the rectal tube. The ends of the 
suture are held in position but not tied. A small stab wound is now made 
in the sigmoid mucosa, penetrating into the open end of the rectal tube. 
An opening of adequate size is made in the ureter at the corresponding 
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level between the previously placed sutures. A ureteral catheter is inserted 
in the ureteral opening up to the kidney pelvis and the opposite free end 
inserted through the opening in the sigmoid into the rectal tube. The rectal 
tube is withdrawn gradually until the ureteral catheter can be grasped and 
straightened out by the assistant. The previously fixed silk sutures about 
the region of the anastomosis are now tied and the bed in the sigmoid is 
closed over the ureter by means of interrupted black silk sutures. The re- 
gion of the anastomosis is extraperitonealized by suturing the lateral leaf 
of the parietal peritoneum to the sigmoid. A heavy steel or silk suture is 
placed, untied, around the distal portion of the ureter as it emerges from 
the anastomosis and is brought out through a stab wound near the anterior 
superior iliac spine, extraperitoneally and adjacent to a pack or rubber 
tube which maintains an open sinus to the site of the ligature. After a sim- 
ilar procedure is carried out on the opposite side, the midline incision is 
closed in the usual manner without drainage. The ureteral catheters are 
now secured to the skin adjacent to the anus by steel sutures. It is usually 
not difficult to keep the catheters draining freely but if they clog the urine 
appears promptly in the rectal tube which is left in place after the opera- 
tion. A Wangensteen suction apparatus is used for two days, following 
which the diet is gradually increased. Two weeks later, under pentothal 
anesthesia, the sutures in the distal ureters are tied under vision by enlarg- 
ing each lateral incision after the drains in the small lateral incisions have 
been removed. By this time the patient is up, eating a normal diet and is 
beginning to establish his new bowel habits. The results thus far in 23 
cases have been very satisfactory. 8 references. 10 figures. 


Author’s abstract. 


RENAL INFARCTION. A CLINICAL AND POSSIBLE SURGICAL 
ENTITY. 


Francis C. Regan and E. Granville Crabtree, Boston, Mass. J. Urol. 
59:981-1018, June 1948. 


The onset of renal infarction is usually marked by renal pain, some- 
times by hematuria and is most commonly investigated by intravenous urog- 
raphy. Because of lack of information on such a rare condition the find- 
ings are usually interpreted in terms of better known renal diseases. Re- 
ported clinical material consists of 90 collected cases; 4 are reported here. 
There were 71 instances of arterial, 20 of venous and 3 of traumatic in- 
farction. More than 80 per cent of the cases of arterial infarction were 
associated with diseases of the heart or arteries. There was 1 case of septic 
infarction. Renal function is greatly damaged irrespective of the degree 
of infarction but return of function in undamaged parts may be expected. 
Diagnosis rests on the following points: (1) sudden onset of pain in the 
flank or upper abdomen; (2) demonstration of a nonfunctioning kidney on 
the involved side by intravenous urography and by failure of excre- 
tion tests; (3) findings by retrograde pyelography of normal pelvis, calices 
and ureter on the affected side; (4) presence of disease of the heart or 
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blood vessels; (5) presence of albumin in abnormal amounts in the urine, 
together with microscopic and sometimes gross hematuria. 

In the first case reported by us, edema of the ureter was mistaken for 
papillary tumor and in the fourth case, a filling defect in the ureter led 
to the diagnosis of stone. In both experimental and clinical data it has been 
showed that cystic degeneration of old infarctions occurs. In the third case 
this led to the diagnosis of renal tumor. It is to be remembered that the 
characteristic end result of infarction is caliceal shrinkage as showed in 
case 2, 

Venous infarction is a much more serious disease than aseptic arterial 
infarction. Clots are more often infected and the condition is either bilat- 
eral or apt to become so by extension of the original process of thrombosis. 
Of 20 cases reported in the literature, the condition was unilateral in 16. 
Twelve had nephrectomy from which all survived. Four bilateral and 4 
unoperated unilateral patients died. The clinical picture of renal infarc- 
tion, due to venous thrombosis or occlusion, differs from that of arterial 
renal infarction in the following manner: (1) associated with septic states, 
pneumonia, enteritis, puerperal infection, severe pyelonephritis, pyemia or 
follows thrombophlebitis of the leg veins or vena cava; (2) kidney 
is greatly enlarged and often is palpable; (3) gross hematuria in most cases 
and occasionally perirenal hemorrhage; (4) retrograde pyelography usu- 
ally shows deformity and incomplete filling of the calices and pelvis; (5) 
runs a progressive and septic course and most cases do not recover unless 
nephrectomy is done. 

Traumatic infarction is much more rare than arterial and venous in- 
farction. It is dependent on direct injury to the vessels. The most impor- 
tant single item in the diagnosis of acute infarction of the kidney is com- 
plete or nearly complete loss of function, almost irrespective of the degree 
of tissue involvement in kidneys in which pyelography remains unchanged. 
Chronic infarction is recognizable in proportion to the caliceal atro- 
phy which results from the infarction in its scar stage. Clinical studies of 
infarcted kidneys parallel closely established experimental work. 71 ref- 


erences. | table. 7 figures. 


TRAUMA TO THE KIDNEY. MECHANISM OF INJURY, DIAG- 
NOSIS AND MANAGEMENT. 


J. Hartwell Harrison, Harvard Medical School, Boston, Mass. North- 
west Med. 47:337-40, May 1948. 


The kidney is most frequently injured as a result of the impact of ex- 
ternal forces against the lateral or posterior aspect of the trunk and lower 
thorax. Perforating wounds are infrequent and when they occur are usu- 
ally accompanied by more immediately serious injury of liver, spleen, lung 
and bowel. Injuries of the kidney are of particular significance owing to 
its great vascularity and important excretory function. Prominent early 
pathologic features of renal injury are hemorrhage, edema, thrombosis of 
vessels with infarction, necrosis, urinary extravasation and secondary in- 
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vasion of bacteria producing infection. These processes and accompany- 
ing shock account for the impairment of renal function which occurs. The 
kidney exhibits remarkable ability to recover from injury; the processes of 
repair consist of organization of infarcts, replacement of hemorrhage by 
fibrous tissue, establishment of collateral circulation and regeneration of 
tubular epithelium. These processes account for considerable improvement 
in renal function after severe injury. The cardinal signs of renal trauma 
are pain in the flank and hematuria though the latter may be delayed for 
several hours. If bleeding is severe dysuria and retention may occur from 
intravesical accumulation of clotted blood. A mass in the loin, eechymo- 
is, tenderness, unilateral abdominal rigidity and psoas muscle spasm are 
important physical signs of renal injury. Concomitant injury of liver and 
spleen must be searched for in all cases and will be detected by evidence 
of intraperitoneal hemorrhage. Following injury sufficient to cause com- 
plete rupture of the kidney the patient is usually in a state of shock. While 
shock is being treated observation is directed toward evaluation of the local 
injury as manifested by the amount of hematuria, characteristics of the 
pain, location of tenderness, abdominal distention and appearance of 
a mass. A reentgenogram of the abdomen may show obliteration of the 
ileopsoas muscle shadow. enlargement or loss of the renal shadow and a 
compensatory scoliosis. The optimal time for intravenous excretory urog- 
raphy must be determined for each case; in general urograms are only of 
value after shock has been controlled. The greatest value of early urog- 
raphy lies in demonstrating the presence of a normal kidney on the unin- 
jured side so important before operation on the injured kidney. Selective 
individual decision must be made regarding cystoscopic examination. 


Therapy of renal trauma is conservative and controlled by careful ob- 
servation until a definite indication for operation such as persistent hem- 
orrhage or extrarenal urinary extravasation is found. The former may be 
either early or delayed and the latter is always a late manifestation. De- 
bridement of necrotic renal fissue, drainage, heminephrectomy or nephrec- 
tomy at operation are determined by the extent of injury, infarction, in- 
fection and ability to control hemorrhage. Of 32 patients having traumatic 
injury of the kidney there were 10 having had a complete rupture of the 
organ. Nephrectomy was necessary for 6 of these and simple drainage was 
sufficient in 4. Two patients underwent nephrectomy twenty years after in- 
jury owing to caleulus pyonephrosis. Twenty patients who had contusion 
or partial rupture of the kidney recovered under conservative treat- 
ment without operation. The presence of a congenital anomaly or anteced- 
ent disease makes the kidney more vulnerable to injury. After recovery 
from the immediate injury there may be subsequent disease as a result of 
deformity caused by the former. End results have proved the great value 
of conservative treatment. Careful study and adequate immobilization may 
avoid surgical intervention. Sufficient investigation must be carried out to 
establish the diagnosis with accuracy before operation is undertaken. 6 
references. 

Author’s abstract. 
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39. Gynecologic Surgery 


PRESACRAL NEURECTOMY FOR DYSMENORRHEA. 


Francis M. Ingersoll and Joe V. Meigs, Harvard Medical School, Bos- 
ton, Mass. New England J. Med. 238:357-60, Mar. 11, 1948. 


A series of 11] patients suffering from dysmenorrhea had presacral 
neurectomies. Eighty-nine patients had essential dysmenorrhea; of these 
81 per cent had complete relief following operation, 4.5 per cent partial 
relief and 14.5 per cent failed. Of 19 patients with acquired dysmenorrhea 
only 52.6 per cent were completely relieved by operation. In this series 
there were no deaths and only 2 complications (small bowel obstruction). 
The possible cause of failure in the 12 cases with essential dysmenorrhea 
was investigated. Three patients had psychoneuroses; in 2 regeneration of 
sympathetic nerves seemed possible and in 7 the operation failed because 
of incomplete sympathectomy. 

To eliminate operation in the emotionally unstable all patients with 
dysmenorrhea are given estrogen to inhibit ovulation. Painless withdrawal 
bleeding should follow cessation of the estrogen. If this bleeding is asso- 
ciated with pain, an emotional problem should be suspected and a psychia- 
trist rather than a surgeon consulted. All conservative measures should be 
tried before operation is recommended for dysmenorrhea. This series was 
collected over a ten year period from ward and private practice. Only a 
small percentage of women seen for dysmenorrhea were operated upon. Of 
this group, 24 patients had had children since operation. Of these, 8, or 
33.3 per cent experienced no pain during the first stage of labor. The other 
16 either had pain or were so heavily medicated that no history was obtain- 
able. Eleven per cent of the patients with essential dysmenorrhea had small 
spots of endometriosis in the uterosacral ligaments or bladder flap. The 
average age of these patients was 24 years. Attention is called to a group 
of 3 patients who noted the onset of painful menstruation following ap- 
pendectomy. All 3 were relieved of their pain by presacral neurectomy. 
10 references. 3 tables. 

Author's abstract. 

(This is an important contribution and, as emphasized, sacral sympa- 
thectomy is of great value in a small, carefully selected group of women 
with primary dysmenorrhea.—A. W. B. ) 


References to Current Articles 


Surgery in Cancer of the Neck of the Uterus (La cirugia en el cancer del 
cuello uterino). Conrado Zuckermann, Mexico. Rey. mex. de cir., 
ginec. y cancer 16:3-8, January 1948. 

Cytodiagnosis of Cancer of the Uterus (Citodiagnostico del cancer uterino). 
Guillermo Terzano, Mexico. Rev. mex. de cir., ginec. y cancer 16:11- 


17, January 1948. 


| 
. 
| 


538 QUARTERLY REVIEW OF SURGERY 
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40. Vascular Surgery 
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41. Arteries 
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Raynaud’s Phenomenon and Atypical Causalgia. The Role of Sympathec- 
tomy. LeRoy J. Kleinsasser, Dallas, Tex. Ann. Surg. 127:720-29, Ap- 
ril 1948. 


42. Veins 


GASTRO-ESOPHAGEAL RESECTION AND TOTAL GASTREC- 
TOMY IN THE TREATMENT OF BLEEDING VARICOSE VEINS IN 
BANTI’S SYNDROME. 

Dallas B. Phemister and Eleanor M. Humphreys, Chicago, Ill. Aun. 
Surg. 126:397-410, October 1947. 


Two cases of Banti’s syndrome are reported in detail. The first pa- 
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tient (normal liver) suffered frequent, severe hemorrhages from the gastric 
varices following splenectomy and extensive obliteration of esophageal var- 
ices by injections. Since total gastrectomy two years and eight months ago, 
the patient has experienced only two attacks of bleeding (one moderate and 
one slight) from remnants of esophageal varices. The second patient (nor- 
mal liver) suffered severe hemorrhages which continued after splenectomy. 
At transthoracic esophagogastric resection, varices were found in the re- 
sected segment and were noted to be greater in the esophagus than in the 
stomach. Bleeding has not recurred since operation three and one-half 
months ago. 

The varices associated with chronic hypertension in the gastric, splenic 
and portal veins are appropriately characterized by the term gastroesopha- 
geal. The frequent lack of emphasis on gastric hemorrhage associated with 
gastroesophageal varices may be explained by the fact that bleeding may 
occur in the absence of gross erosions. In such cases the gastric blood loss 
is probably caused by numerous tiny ruptures through the venocapillary 
stomata. The cases presented show that gastric bleeding may be added to 
or replace esophageal bleeding in importance. 

Total gastrectomy abolishes the bleeding points when the stomach is 
the culprit and permits establishment of a connection, free of varices, be- 
tween the esophagus and jejunum. Transthoracic esophagogastric resection 
not only abolishes the usual seat of major hemorrhage but, by dividing the 
vessels of the lesser curvature and of a variable part of the greater cur- 
vature, reduces gastric blood supply and sets up a more or less permanent 
barrier in the esophagogastric venous collaterals at the anastomosing line. 
These procedures seem worthy of trial when splenectomy, porta- caval shunt 
and injections fail to control hemorrhage. 14 references. 8 figures. 


References to Current Articles 


Porto-Hepato-Omentopexy in Portal Hypertension. R. E. McKechnie, Van- 
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43. Orthopedic Surgery 


See Index for Related Articles 


44. Fractures 
References to Current Articles 
A Plaster Traction Splint for Compound Comminuted Fractures of 
the Tibia and Fibula. Marshall R. Urist, Boston, Mass., Lincoln Ries. 
Yakima, Wash. and Thomas B. Quigley, Boston, Mass. Surgery 23: 
801-805, May 1948. 
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Experiences in the Treatment of Intracapsular Fractures of the Neck of the 
Femur. José Luis Bado, Instituto Traumatologico, Montevideo, Uru- 
guay. J. Bone & Joint Surg. 30-A:194-302, April 1948. 

Cartilaginous-Cup Arthroplasty in Ununited Fractures of the Neck of the 
Femur. John Royal Moore, Temple University Hospital, Philadelphia, 
Pa. J. Bone & Joint Surg. 30-A:313-30, April 1948. 

Physical Medicine in the Treatment of Fractures. Miland E. Knapp, Min- 
neapolis, Minn. J. A. M. A. 137:136-40, May 8, 1948. 


45. Dislocations 
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1948. 


46. Bones 


TREATMENT OF SLIPPED CAPITAL FEMORAL EPIPHYSIS. 


Armin Klein, Robert J. Joplin and John A. Reidy, Massachusetts Gen- 
eral Hospital, Boston, Mass. J. A. M. A. 136:445-51, Feb. 14, 1948. 


Cases of marked slipping are treated by arthrotomy, replacement of 
the displaced epiphysis on the neck and fixation by a three-flanged nail. 
Minimal cases are treated by lateral nailing without arthrotomy or correc- 
tion of the early deformity. A slipped epiphysis is suspected in any 9 to 
16 year old child who has a limp and/or pain about the hip, anterior thigh 
or knee. The child may walk with external rotation of the involved leg. 


The diagnosis is made from anteroposterior and lateral rentgenograms of 
the hip. 


Results of a survey of 45 patients with 51 slipped capital femoral 
epiphyses is reported. Nineteen of these cases were previously reported. 
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Ten of these were diagnosed early enough for the hips to be nailed without 
arthrotomy. In the 32 other cases, 20 were nailed without and 12 after 
arthrotomy. These cases are divided into three groups. The first had no 
history of hip complaint but history of a recent trauma suddenly followed 
by a disabled hip. The second group had a history of progressive disabil- 
ity in the hip and the third group a history of recurrent disability and 
quiescent periods but showing cardinal signs of a slipped epiphysis. The 
first group was treated by slow and gentle manipulation and the epiphysis 
nailed in place when reduction was verified by rentgenograms. Arthro- 
tomy is indicated if reduction cannot be accomplished by the gentlest man- 
ipulation. The second group were handled cautiously to prevent additional 
slipping and nailed through a lateral incision as for a fractured neck of 
the femur. The hip joint was exposed in the third group by the Smith- 
Petersen intrapelvic operation and the neck of the femur separated from 
the epiphysis at the epiphysea! plate with a hip gouge or curved osteotome. 
This was kept in place upon completion of the osteotomy and the femoral 
neck slid over it during reduction. The hip was nailed through a separate 
lateral incision as for a fractured neck of the femur as soon as correction of 
the slip was confirmed by roentgenograms; the patient was returned to bed 
and a 5 pound Buck’s extension applied for seven to ten days ‘for cases nailed 
without arthrotomy. Balanced traction is applied for ten to twelve days in 
cases treated by open reduction. Crutches alone are now used beginning two 
weeks postoperatively, better results being obtained by this method than when 
splints were used. Use of crutches is continued for three months. 

All weight bearing should be immediately stopped when a slipped epi- 
physis is suspected, until a definite diagnosis is made by anteroposterior 
and lateral rentgenograms. The hip should be nailed in place as soon as 
possible without or with arthrotomy depending upon whether the slip is 
minimal or marked. Nailing prevents further slipping and accelerates fu- 
sion of the epiphyseal line. 4 references. 4 tables. 11 figures. 

(The plan of treatment outlined is sound. The amount of surgery re- 
quired for osteotomy, replacement of the displaced head and nailing en- 
tails some risk of secondary traumatic arthritis and aseptic necrosis from 
impaired blood supply. The author’ s complete article states that no aseptic 
necrosis has been encountered in this series of cases. Lack of prolonged 
immobilization and institution of early activity and weight bearing would 
seem to be the only variation from the usual operative and postoperative care 
on which this point might be explained.—n. X. Mcc.) 


OPERATIVE THERAPY FOR SLIPPED UPPER FEMORAL 
EPIPHYSIS. AN END-RESULT STUDY. 


Carl E. Badgley, A. S. Isaacson, J. C. Wolgamot, and J. W. Miller, 
Ann Arbor, Mich. J. Bone & Joint Surg. 30-A:19-30, January 1948. 


A guide to the treatment of this displacement is presented. This is 
based upon prevention of early displacement of the epiphysis by internal 
fixation and treatment of more severe cases by correction of the deformity 
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at the junction of the neck and epiphysis with maintenance of the correction 
by internal fixation. Cases showing a displacement of not more than one- 
third of the diameter of the upper femoral epiphysis are considered satis- 
factory. These cases and those showing less displacement are treated by 
internal fixation without correction to prevent further progress. The posi- 
tion of the epiphysis in relation to the neck must be improved in greater 
displacements. Reduction is obtained by skeletal traction. Maintenance of 
satisfactory reduction by internal fixation until the epiphysis becomes 
fused gives the best results. Open reduction of the displaced epiphysis be- 
comes necessary if skeletal traction is unsuccessful. Pin or screw fixation 
has sometimes been done to maintain correction until fusion occurs. 

The importance of adequate exposure of the head of the femur to pre- 
vent unsatisfactory results of open operative corrections is emphasized. The 
backward and downward displacement of the epiphysis makes this difficult. 
The Smith-Petersen approach for the vitallium-cup arthroplasty gives an 
excellent view of the anterior part of the acetabulum and quite satisfactory 
view of the head and neck of the femur. The periosteum should be stripped 
anteriorly to expose the osteotomy site but not posteriorly or the vascular- 
ity may be impaired. The epiphysis and neck are freed by a transverse 
osteotomy at the junction of the neck and true cartilage of the head. Re- 
duction and accurate reposition are facilitated by Speed’s maneuver. The 
head is turned anteriorly and upward with a sharp instrument inserted into 
the posterior aspect of the freed epiphysis. The neck is fitted to the epi- 
physis: sometimes it is necessary to remove an anterior bone wedge from 
the neck for proper reduction. Internal fixation by the Smith-Petersen nail 
or screws is done routinely. 

Results obtained from these operations are judged by the hip function 
and reentgenographic changes in the hip joint. Excellent results are those 
in which the range of motion is practically normal, with perhaps 5 to 10 
degrees limitation in external or internal rotation. Good results have flex- 
ion without contracture up to 90 degrees and no pain with internal rotation 
of more than 10 degrees. Fair results are similar to good but with mini- 
mum pain or fatigue with activity. In poor results, motion in flexion is 
less than 90 degrees, there is flexion contraction, a gluteal gait and possible 
pain. In this series of seventy-five hips operated on by all procedures, 57 
per cent had excellent results clinically, 9 per cent had good results, 3 per 
cent had fair results and 31 per cent poor results. The two principal com- 
plications are traumatic arthritis and aseptic necrosis. The former occurred 
in 24 per cent and the latter in 4 per cent of cases. 4 references. 4 tables. 
3 figures. 

(This article brings out the possible complications which may be en- 
countered following osteotomy and nailing. These should always be con- 
sidered when attempting to decide the indication for open reduction and 
fixation of a slipped femoral epiphysis.—n. R. McC. ) 
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CANCER OF THE BONE AND JOINT. 


Dallas B. Phemister, University of Chicago, Chicago, Ill. J. A. M. 
A. 136:545-54, Feb. 21, 1948. 


Malignancies in bone belong to the general tumor class called sarco- 
mas and are more common in bone than any other body tissue. Their rel- 
ative incidence is comparatively low, making the condition more difficult 
to diagnose. Certain benign bony tumors are prone to malignant transfor- 
mation. The etiology and exciting cause of these tumors is unknown but 
trauma is strongly suspected. The only established exciting causes are 
rentgen radiation and radioactive elements. Bone sarcoma may therefore 
become an important health problem with the development of atomic en- 
ergy. Malignant tumors in bone are more common in the bones of the limbs 
and pelvis, the ends of the shafts being most often involved. The ten major 
varieties of primary sarcomas of bone are described. Diagnosis usually is 
based on history of chronic recurrent pain followed by a deep seated swell- 
ing. The condition is often mistaken for rheumatism. Roentgenograms 
show suggestive or diagnostic changes but these should be confirmed by bi- 
opsy before surgery or radiation treatment. The differential diagnosis of 
the different varieties of sarcomas is discussed. 

Treatment of bone sarcomas is wide excision of the involved bone if 
located in the head or trunk and such an operation is feasible. Extremities 
usually should be amputated well above the tumor. The amputation should 
be in the upper third of a long bone if the tumor is in the lower third and 
above or through the proximal joint if it is in the upper third. Metastases 
are common, recurrence not infrequent and the mortality of these cases 
high. Irradiation should be used for inoperable cases or distant metas- 
tases. Selected cases of low grade or small size cancer may be treated by 
extensive resection of the involved bone and adjacent soft tissue followed 
by repair with massive bone transplant. The incidence of recurrence after 
such cases is but little more than after amputation. Primary cancer is rare 
in joints; only 150 cases have been reported. This condition usually com- 
mences as a painful swelling in or about some part of the synovial tissue 
of a joint and grows slowly for a number of years before the patient seeks 
medical attention. The swelling may be confined to the joint or extend above 
or below in the soft tissue. The bone is sometimes eroded. The pain often 
causes early operation. Recurrence and metastases follow local excision. 
Biopsy is important for diagnosis. Wide excision should be done when the 
condition is recognized early. Amputation is necessary in the later stages. 
17 references. 23 figures. 

(This article represents an excellent review of bone malignancy, stated 
clearly and concisely as only the experience of Phemister would afford. The 
reader would be well repaid by a thorough study of the complete article — 
H. R. Mcc.) 
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EOSINOPHILIC GRANULOMA. REPORT OF A CASE WITH 
X-RAY EVIDENCE OF RAPID PROGRESSION. 


William J. Baker, John D. Houghton, Egon Wissing and Reeve H. 
Betts, Veterans Administration Hospital, West Roxbury, Mass. New Eng- 
land J. Med. 238:626-29, Apr. 29, 1948. 


Eosinophilic granuloma, recently described as an entity, is encountered 
most often in males, usually in childhood or young adulthood (extremely 
rare after 25). The single or multiple lesions favor the ribs, skull and 
long bones, in that order, although any bones, except those of the hands 
and feet may be involved. Symptoms are limited to those resulting from 
the local lesion. On microscopic examination sheets of eosinophils along 
with phagocytic mononuclear and multinuclear histiocytes are seen. Round 
cell perivascular infiltration may be prominent. The case reported is inter- 
esting since the patient was a 39 year old man (with 1] exception, the oldest 
thus far reported) in whom a small benign-appearing cyst, measuring 0.5 
cm. in diameter, developed into a process that destroyed about 3 cm. of 
rib in two months’ time. Past history showed that he had hurt the right 
side of his chest in a fall about one and one-half years previously. After 
a partial rib resection (no invasion of the surrounding tissue) the patient 
made an uneventful recovery, and at follow-up six months later, physical 
examination was negative, rentgenograms normal and the patient was 
asymptomatic. The pathologic diagnosis was benign eosinophilic granu- 
loma of bone. 11 references. 6 figures. 

(This single case report illustrates one of the varied roentgenographic 
manifestations of an eosinophilic granuloma.—n. R. McC.) 


EXPERIENCES WITH A BONE BANK. 


Philip D. Wilson, Hospital for Special Surgery, New York, N. Y. Ann. 
Surg. 126:932-46, December 1947. 


Experience points to the need for a community bone bank, perhaps pat- 
terned after the eye bank, to supply surgical needs for bone transplants of 
every size and type. Fragments of bone to be saved were sealed into a sterile 
jar and kept in a deep freeze unit at a temperature of between 10 and 20 
F. Since bone was frozen while still moist, its own fluids were preserved. 
At the time of bottling cultures from the bone were taken, syphilis was 
ruled out by a Kline test on the donor and malaria hepatitis or other recent 
acute infection was ruled out by a careful check of the patient’s history. 
Accurate records were carefully kept on all pertinent information. During 
the first year preserved bone from 40 donors has been employed for trans- 
plantation in thirty operations on 25 patients. The average period of bone 
preservation before use was forty-two days. In no case did infection or 
foreign body reaction occur. Healing was by primary intention and was 
permanent. Examination of recovered specimens of fresh autogenous bone 
and refrigerated bone, implanted in human spines for the purpose of pro- 
moting fusion, showed that the healing process was not influenced by 
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whether the graft was of autogenous bone or refrigerated bone. The con- 
clusion that grafts die and are transformed into living bone by processes 
of reabsorption and osteogenesis of the hosts tissue is subscribed to here. 
13 figures. 

(Accumulated published reports on the use of the bone bank indicate 
that preserved bone is as useful as autogenous bone in stimulating osteo- 
genesis. This is contrary, of course, to one’s preliminary or initial impres- 
sion. There is still some reason to doubt its equal value and there have 
been instances in which preserved bone failed to become a part of the host 
and persisted as a foreign body with surrounding fibrous tissue reaction. 
In the light of our present knowledge, it would seem wise to limit the use 
of preserved bone to that rare instance in which autogenous bone cannot 
be obtained.—H. R. McC.) 


References to Current Articles 


Brodie’s Abscess of the Tibia. Its Treatment by Surgery, Penicillin and 
Sulphadiazine. Stanley Scott and Frank S. Wosshes. Ayr County Hos- 
pital. Brit. M. J. 4545:296-97, Feb. 14, 1948. 

Congenital Pseudarthrosis. Follow-up Study After Massive Bone-Grafting. 
Harold B. Boyd and Kermit W. Fox, Campbell Clinic. Memphis, 
Tenn. J. Bone & Joint Surg. 30-A:274-83, April 1948. 

Aerembolism of Bone Marrow. An Experimental Study. Paul C. Colonna 
and Everett J. Jones, University of Pennsylvania School of Medicine, 
Philadelphia. Pa. Arch. Surg. 56:161-71, February 1948. 


47. Joints 


References to Current Articles 


Orthopedic Surgery. 1. Conditions of the Shoulder. Carroll B. Larson, 
Harvard Medical School, Boston, Mass. New England J. Med. 238: 
697-703, May 13, 1948. 

Bilateral Cervical Ribs Associated with Neuropathic Joints. August F. 
Jonas, Jr. and Wilson S. Rise, Erie, Pa. Arch. Surg. 56:224-25, Feb- 
ruary 1948. 


48. Tendons 


DUPUYTREN’S CONTRACTURE. 
Robert G. Langston and E. J. Badre, Shaughnessy Hospital. Vancou- 
ver, B. C., Canada. Canad. M. A. J. 58:57-61, January 1948. 


Dupuytren’s contracture (etiology still unproved) occurs chiefly 
in adult males and tends to become bilateral. Of the 88 cases reviewed 
here, the condition was bilateral in 60 per cent; and 60 per cent of the op- 
erations were done on the right hand. Diagnosis is not difficult. A lump 
on the palmar surface becomes progressively larger and may cause aching 
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following use of the hand. Immediately under the skin is a raised con- 
tracted ridge extending proximally from the base of the fourth, fifth and/ 
or third fingers to the tendon of the palmaris longus. The distal palmar 
crease shows a dimple. Although the involved finger or fingers are flexed 
at the metacarpophalangeal joint, the interphalangeal joints are mo- 
bile. The condition must be differentiated from contracted flexor tendon 
or tendon sheaths of the hand. 

Early operation is advisable. The preoperative preparation so impor- 
tant to the result, consists of frequent preoperative scrubbing with some de- 
mulcent solution for a period of forty-eight hours. Skin which is parti- 
cularly hard receives liberal lanolin applications for one week preopera- 
tively. Brachial block anesthesia is preferred. The technic employed is 
that described by Sterling Bunnell. Although two types of incisions are 
used, the L incision of Bunnell and the strap incision (lately adopted) is 
felt to give the best results. Complete removal of all fascia is essential if 
recurrence is to be prevented. The skin closure is of great importance. In 
approximating the skin edges, there must be no unrolling of these edges. 
Though not desirable, a graft must be used if necessary to complete clo- 
sure. The skin suture line or the graft must never, under any circumstances, 
be longitudinal to the long axis of the hand. Instead a diamond shaped 
defect (transverse axis of diamond greater than vertical axis) must 
be formed no matter how much good skin must be sacrificed in the pro- 
cess. The ample skin graft (taken from any convenient portion of the 
body) should be of thick split-thickness and free of tears or holes. Should 
a second operation be necessary for a good result, any effort to save the 
previous graft usually results in a contracted vertical edge. If indicated, 
amputation of the affected fingers should be done at the initial operation. 
Dressings are dry and are applied to the palm with even pressure there and 
between the fingers. After a large amount of sterile mechanic’s waste is 
placed over the dressing, the entire palm (fingers kept free) is wrappd in 
an elastic crepe bandage. Dressings are not removed for ten to fourteen 
days, unless signs of palmar moisture appear, at which time the sutures 
are removed and physiotherapy is started. A tendency toward stiffness of 
the fingers is overcome by a Bateman splint for a week or more. 6 refer- 
ences. 


DUPUYTREN’S CONTRACTURE. 
Stuart Gordon, Toronto General and Christie Street Hospitals, Toronto, 


Ont., Canada, Canad. M. A. J. 58:543-47, June 1948. 


Dupuytren’s contracture is a fairly common lesion of the hands and 
is occasionally seen in the feet. Its etiology is unknown; its pathology ques- 
tionable. It is commoner in males and develops most frequently between 
the ages of 40 and 60. When first seen clinically both hands are usually 
involved; if only one it is usually the right. Finger involvement occurs in 
the fourth, fifth, third, second and thumb in that order, the fourth being 
involved ten times more frequently than the second. 
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A nonprogressive, symptomless lesion requires observation only at in- 
tervals but in the presence of pain, soreness and interference with function 
surgical treatment is required; this must be delayed until after an acute 
phase or exacerbation has subsided. Under general anesthesia and using a 
pneumatic tourniquet, two main incisions are made in the flexion lines of 
the palm and joined by a short cross incision. Thus complete access to the 
fascia is provided by raising these two flaps. The fascia from the radial 
to the ulnar side of the hand, including any extension to the fingers, is re- 
moved in one piece. Danger of injury to any of the important palmar 
structures is lessened by this type of fascial removal with the sharp dis- 
section in the direction of these structures. Following temporary release of 
the tourniquet during ligation of all bleeding vessels and control of oozing 
points by means of the electrocautery (prevention of postoperative hema- 
toma is of great importance), the tourniquet is tightened again, the skin 
edges accurately approximated and closed with interrupted silk, a pressure 
dressing applied with fingers free and finally the tourniquet is removed. 
At the end of twenty-four hours, when a new pressure dressing is applied, 
any hematoma is evacuated. 

After one week this second pressure dressing is replaced by an ordi- 
nary dry dressing. Stitches are removed eighteen to twenty-one days post- 
operatively. In the event of incompletely healed skin edges, the hand is 
kept relatively quiet. After healing (palmar surface thicker than normal 
and complete flexion or extension impossible) physiotherapy is started and 
continued until maximum function of the hand is reached (usually a per- 
iod of two to three months). Splinting is avoided as it produces a ten- 
dency to stiffness but dorsal traction splint used intermittently during the 
period of physiotherapy may hasten extension if this has been unusually 
slow. Of 40 cases followed from one to twelve years, 26 may be considered 
excellent results. 7 good and 3 fair. 20 references. 6 tables. 7 figures. 


References to Current Articles 


Transplantation of Peroneus Longus to Anterior Tibial Insertion in Polio- 
myelitis. Robert E. Ingersoll, Boston, Mass. Surg.. Gynec. & Obst. 
86:717-22, June 1948. 

Myxoma, the Tumor of Primitive Mesenchyme. Arthur Purdy Stout, Co- 
lumbia University and Presbyterian Hospital, New York, N. Y. Ann. 
Surg. 127:706-19, April 1948. 

Painful Shoulder. Observations on the Role of the Tendon of the Long Head 
of the Biceps Brachii in Its Causation. Harold H. Hitchcock 
and Charles O. Bechtol, Samuel Merritt Hospital, Oakland, Calif. J. 
Bone & Joint Surg. 30-A:263-73, April 1948. 
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49. Amputations 


INTERINNOMINO-ABDOMINAL AMPUTATIONS. REPORT OF 
TWELVE CASES. 


Norman R. Beck and William H. Bickel, Mayo Foundation and Clinic. 
Rochester, Minn. J. Bone & Joint Surg. 30-A:201-209, January 1948. 


The most common pathologic conditions encountered were chon- 
dromas and osteochondromas. Pain may be severe with these tumors; the 
tumor may be small, hard to demonstrate and difficult to eradicate when the 
hip is involved. These 12 cases included eight chondromas and osteochon- 
dromas and four sarcomas. The operation used was similar to that of King 
and Steelquist. Transfusions of 1,000 to 3,500 cc. were given during each 
operation. Most of the wounds healed slowly but convalescence was un- 
complicated. All patients survived the operation and are still living, the 
longest for three years. Final evaluation of the operation must wait a few 
more years. The 12 case histories are presented with rentgenograms. It 
has been stated that this operation is too radical for benign tumors but both 
osteochondromas and chondromas tend to recur after local excision 
and eventually reach the stage where excision is impossible. 5 references. 
8 figures. 


MID-LEG AMPUTATIONS FOR GANGRENE IN THE DIABETIC. 


Samuel Silbert, Montefiore Hospital, New York, N. Y. Amn. Surg. 
127:503-12, March 1948. 


In spite of the use of insulin, diabetes continues to be a progressive. 
degenerative disease; amputations for gangrene in diabetics are more fre- 
quent now than before the use of insulin, because more diabetics live long 
enough to require such amputations. As routine mid-thigh amputations in 
diabetics result in a high operative mortality as well as many _pain- 
ful stumps and unnecessary loss of function, mid-leg amputation has been 
employed in 127 diabetic patients with extensive gangrene; 24 nondiabetic 
patients with arteriosclerotic gangrene have been treated by the same meth- 
od. In the 127 diabetic patients, there were 12 postoperative deaths (mor- 
tality of 9.4 per cent) and in the 24 nondiabetics, there were 2 deaths. The 
general condition of the diabetics before operation was considered good in 
only 8 patients and fair in 34 patients. 

Spinal anesthesia is employed for the operation and a tourniquet is 
not used; the incision is made 8 inches below the patella; the tibia is sawed 
through about 1 inch and the fibula about 2 inches above the level of the 
skin incision; any damaged muscle is trimmed away and careful hemostasis 
obtained. The wound is irrigated with sterile water, left wide open and 
dressed with cod liver oil ointment; a posterior plaster splint is applied 
and the dressing is not changed for a week. After this dressings are changed 
every third day, using the cod liver oil ointment until the wound is healed: 
the posterior molded splint is continued until healing is well advanced. In 


| 
| 


550 QUARTERLY REVIEW OF SURGERY 


the first few cases in which a tourniquet was used around the thigh, 3 pa- 
tients had gangrene of the leg stump and required a higher amputation. 
In 120 cases in which mid-leg guillotine operations have been done without 
a tourniquet, only 3 patients have required a higher amputation. 

In 6 cases in the diabetic group and 3 cases in the nondiabetic group, 
primary closure of the wound after mid-leg amputation was done. The 
wound healed by primary union in 4 of the 6 diabetic cases and in the 3 
nondiabetic cases; in 2 of the diabetic cases a narrow area of gangrene 
along the suture line delayed healing but did not prevent ultimate com- 
plete healing. With primary closure, healing was definitely hastened: it 
has not been definitely determined that this justifies the additional risk of 
primary closure for diabetic patients. A follow-up of the 127 diabetic pa- 
tients in this series shows that 35 (27 per cent) died within three years 
postoperatively but the follow-up is incomplete; 20 have required amputa- 
tion of the second leg; 24 are known to be living and comparatively com- 
fortable three to five years postoperatively. In the author's series of 117 
private diabetic patients who had leg amputations 49 (41 per cent) lived 
more than three years postoperatively, and of these 21 (43 per cent) have 
required amputation of the second leg; these findings correspond to those 
reported by Joslin. 24 references. 2 tables. 5 figures. 


References to Current Articles 


The Cineplastic Method in Upper-Extremity Amputations. Rufus H. All- 
dredge, New Orleans, La. J. Bone & Joint Surg. 30-A:359-73, April 
1948. 


50. ‘Traumatic Surgery 


References to Current Articles 


Guest Passenger Injuries. Claire L. Straith, Harper Hospital, Detroit. 
Mich. J. A. M. A. 137:348-51, May 22, 1948. 


51. Burns 


References to Current Articles 


The Mechanism of Delayed Death Following Thermal Trauma. H. C. Berg- 
man, Ph.D., H. E. Kruger and Myron Prinzmetal, Cedars of Lebanon 
Hospital, Los Angeles, Calif. J. Lab. & Clin. Med. 33:506-10, April 
1948. 


Effect of Various Lethal Procedures and Thermal Injury on Capillaries. 
Myron Prinzmetal, H. E. Kruger and H. C. Bergman, Cedars of Leb- 
anon Hospital, Los Angeles, Calif. J. Lab. & Clin. Med. 33:497-501, 
April 1948. 
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Metabolic Study of Burn Cases. J. W. Keyser, Birmingham Accident Hos- 


pital, Birmingham, England and Royal Infirmary, Cardiff, Wales. 
Ann. Surg. 127:605-26, April 1948. 


52. Shock 


References to Current Articles 


The Mechanism of Bacteria-Induced Shock Resulting from Crushing 
of Muscle in Dogs. H. E. Kreuger and Myron Prinzmetal, Cedars of 
Lebanon Hospital, Los Angeles and Mount Zion Hospital, San Fran- 
cisco, Calif. J. Lab. & Clin. Med. 33:502-505, April 1948. 


53. Transfusions 


See Index for Related Articles 


54. Wounds 


EXPERIMENTAL AND CLINICAL STUDIES OF REDUCED TEM- 
PERATURES IN INJURY AND REPAIR IN MAN. II. EFFECT OF 
MODERATE COLD AND REFRIGERATION OF HUMAN SKIN. 


Martin A. Entin, Hamilton Baxter and Robert H. More, Royal Vic- 
toria Hospital and McGill University, Montreal, Que., Canada. Plast. & Re- 
construct. Surg. 3:11-33, January 1948. 


The present paper forms a part of the broad investigative project en- 
compassing the experimental and clinical study of the effects of reduced 
temperatures on injury and repair of human tissues. It deals with the study 
of the effect of moderate cold on healing of clean surgical wounds partic- 
ularly with regard to the rate of epithelization and fibrous tissue formation. 
Donor sites on the thighs of healthy adults were exposed to different degrees 
of cold by being placed in a specially constructed apparatus in which the 
temperature of exposure was controlled. The actual temperature of the skin 
surface was recorded with constantan-copper thermocouples. 

Five experiments were performed on healthy adults between ages of 
17 and 28 years. Both thighs were used and symmetric areas were selected 
so that one served as the experimental site and the other as the control. Uni- 
form thickness of skin (0.016 inch) was removed with a dermatome. The 
duration of cooling varied from three to thirteen days and the temperatures 
of the exposure extended from 53 to 82 F. Bettman’s gauze was used as 
the dressing on all donor sites. Careful observations were made regard- 
ing the difference of the discomfort to the patient, the amount of exudate 
and the difference in the rate of healing of the cooled donor sites and of 
the controls. Biopsies of the donor sites were taken at frequent intervals. 
In each case the clinical observations were correlated with a sequence of 
microscopic findings. The healing of a donor site from which 0.016 inch 
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of skin has been removed occurs spontaneously in about eight to ten days. 
Clinically, the point of healing was taken to be the time when the Bettman’s 
gauze could be raised without undue discomfort to the patient leaving the 
donor area covered with a shiny layer of pinkish epithelium. Examination 
of the biopsies provided a microscopic verification of the completion of 
epithelization and also permitted the reconstruction of the repair process. 
The reparative process begins with a mild, acute, inflammatory reac- 
tion which persists for seventy-two hours. Subsequently, the fibrinous layer 
is formed at the surface. The epithelization takes place from the exposed 
ends of the cut hair follicles and sweat ducts, as well as from the cut margin 
of the surface epithelium. By eight to ten days the epithelization of the 
denuded surface is complete although the new epidermis is still flat and 
the horny layer is thin. By the thirteenth day the inflammatory reaction 
subsides and the differentiation of the epithelial layers takes place. Expo- 
sure of standard donor sites (0.016 inch) to moderate cold (65 to 53 F.) 
delays the complete epithelization by about three to four days as compared 
with the controls. The fibrous tissue formation is not similarly affected and 
appears to be increased, at least for the first few weeks after cooling. The 
role of vascular elements in the delay of healing which follows the expo- 
sure of donor sites to moderate cold is not clear. The marked vasodila- 
tation that followed exposure to cold was apparent clinically and was re- 
corded by the thermocouples as a marked increase of the skin temperature. 
Microscopically, the vasodilatation was less conspicuous. The optimum 
temperature of the environment for healing of donor sites in the range of 
temperature used in our experiments appears to be somewhere betwen 70 
and 80 F. but most rapid epithelization occurs with application of pressure 
dressing; the temperature at the surface of such donor sites is 90 to 95 F. 

There have been many advocates of the use of cold for the treatment 
of burns. Our observations, based upon the experiments with laboratory 
animals and the experimental and clinical study of the effect of cold in 
man, do not bear out the enthusiasm of these investigators. Application of 
moderate cold delays healing even under optimum conditions of repair. It 
is dificult to combine a pressure dressing with the application of cold and 
consequently the pressure has to be dispensed with here. The degree of 
cold required to check bacterial growth and disintegration of tissue imposes 
additional damage on the part which is already injured by heat. 22 refer- 
ences. 2 tables. 24 figures. 

futhor’s abstract. 

(It might be mentioned that in the studies on cicatrization by Carrel 
and his associates at the Rockefeller Institute, one paper was on the “Tem- 
perature Coefficient” |J. Exper. Med. 35:657, 1922]. The experiments 
were carried out on alligators. A rise of environmental temperature of 10 
C. increased the rate of cicatrization twofold.—FEp. ) 
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55. Military Surgery 


See Index for Related Articles 


56. Experimental Surgery 


See Index for Related Articles 


57. Miscellaneous 


THE SHATTUCK LECTURE. SURGERY IN THE AGED. 


C. Stuart Welch, Tufts College Medical School, Boston, Mass. New 
England J. Med. 238:821-32, June 10, 1948. 


The author has reviewed the subject of surgery in the aged (heyond 
70) in a general manner and includes a study of six hundred and nine op- 
erations performed on 542 patients in this age group. These patients were 
operated upon during the last five years at the Carney Hospital. In table | 
the general data on these operations is tabulated giving the number of op- 
erations in the various categories of operative work together with mortal- 
ity rates for patients and for operations. The general mortality rate was 
11.4 per cent for patients and 10.2 per cent for operations. There were 
more abdominal operations performed than others and in this group mor- 
tality was highest. Urologic operations were the second largest group and 
prostatectomy was the principal consideration. Ophthalmologic surgery is 
a frequent requirement. In extremity surgery amputations for gangrene of 
the leg and the operative treatment of the fractured hip assume large im- 
portance. Two-thirds of the surgery in aged people fall into the groups 
mentioned. A review of the problems in these fields of surgery and in the 
others of less importance has been made. 


Twenty-eight per cent of all patients were operated upon because of 
malignant tumors and the importance of the early diagnosis of cancer and 
prompt treatment of this age group has been brought out particularly. Re- 
cently the mortality rates in surgery in the aged have been substantially re- 
duced. Furthermore, the expectation of life in patients who reach the age 
of 70 is considerably greater than is assumed by many physicians who have 
denied surgery to aged individuals on the assumption that other diseases 
may overtake them before they die of their cancer. A number of factors 
have been responsible for reducing the hazards of major surgery in the aged 
as well as improving of surgery in any age group. Most important would 
seem to be careful preoperative preparations, particularly the use of whole 
blood for the correction of anemia and reduced blood volume. Improve- 
ments in anesthesia are second in importance in reducing mortality. The 
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appreeiation of nutritional deficiencies, hydration and the dangers of over 
hydration in elderly people have definite importance in handling the el- 
derly group. The complications of pulmonary embolism from deep phle- 
bitis of the legs must be taken into account particularly in the aged group 
in whom this complication is higher than in others. 


Tasie 1.—Data in 609 Operations Performed on 542 Patients Seventy Years of Age and Over’ 


609 Operations 


w 
| 
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“Type of Operations 


& £75 =e 
| 22| 35 | | 22! 36 
| | | $8 | : 33 | 

Abdominal | 129 | 74 29 22.5 140 2 | al 
Urologic + 14 | 12.4 149 14 | 9.4 
Ophthalmologic 7 | 3.0 71 2.8 
Vascular _ eee 54 77 7 13.0 66 ‘oe 10.6 
Orthopedic _ 37 77 4 10.8 38 1 | 105 
Gynecologic (nonabdominal) 34 7 I 5.9 35 oa 5.7 
Breast _ 27 | 4 | O 0.0 27 0 | 00 
Hernia including strangulated 23 75 | 2 a aa 2 | 8.7 
Head and neck (neoplasms) 2] 75 0 0.0 2) 0 | 0.0 
Rectal (minor) 13 75 0 | 0.0 | 13 Oo | 0.0 
Plastic - si ws 8 73 0 0.0 8 0 0.0 
Superficial infections 7 74 0 00 | 8 0 0.0 

Miscellaneous 9 | 7 2 222 | 10 2 | 200 

Totals 542 74 «| «62 609 62 | 

Averages | 10.2 


*Carney Hospital series. — 


Five per cent of the population of the Commonwealth of Massachu- 
setts is composed of men and women who have reached or passed the age 
of 70. The yearly increase of elderly population in this country indicates 
that a larger requirement for surgery among the aged may be expected as 
time goes on. Reduction in mortality from surgery has its best field in the 
abdominal surgery group in which from this study it is found that the el- 
derly patient is frequently admitted to the hospital with advanced intestinal 
obstruction or with other urgent surgical conditions which could have been 
attended to with a lesser mortality ‘and morbidity had the diagnosis been 
made earlier. Early diagnosis and prompt operation are espec ially impor- 
tant in old people. 74 references. 5 tables. 3 figures. 

Author’ s abstract. 


SURGICAL TEACHING IN AMERICA. 


A. E. Porritt, St. Mary's Hospital, London, England. Brit. M. J. 4553: 
673-77, Apr. 10, 1948. 


This article is the outcome of the author’s having acted as Surgeon in 
Chief at the Peter Bent Brigham Hospital for some weeks in the fall of 
1946. He points out the similarity in the clinical teaching facilities at both 
the University of London and Harvard University both of which use a num- 
ber of hospitals from all of which a common degree is granted. The much 
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closer liaison between the staffs of the American group of hospitals re- 
ceives comment. American hospitals of relative size have a much larger 
staff both visiting and resident than their English counterparts but it 
is pointed out that under the assignment system used at the Peter Bent Brig- 
ham a general surgeon received no routine admissions to his beds other than 
private patients and emergencies. This leads to a discussion on the trend 
in both countries, but more particularly America, towards superspeciali- 
zation. It is pointed out that although logically the superspecialist should 
theoretically be able to give relatively better treatment to his patients, his 
value in a teaching school where the training of the average doctor is a ma- 
jor responsibility, is distinctly limited and a plea is made for the preserva- 
tion of the wider perspective amongst teachers. This is particularly impor- 
tant in view of the facts that the war both popularized specialization and 
at the same time created a dearth of teachers. 

The resident staff of the American hospital and their various duties 
are described in detail. It is pointed out that the Resident Surgeon has no 
exact counterpart in most English hospitals and the great value of the ap- 
pointment as training for and a stepping stone to the visiting staff was 
stressed. The Fellows of the hospital receive warm commendation and es- 
pecially the Travelling Fellowship, which idea is but slowly developing in 
England. From a description of the Assistant. Resident Surgeon’s duties 
(which correspond closely to those of the English Registrar) it : bee “omes ob- 
vious that the role of the Intern carries considerably less responsibility than 
is the case with the British House Surgeon. Although the thoroughness of 
the Intern’s training must be admitted it is questionable whether such in- 
tensive training is necessary for a man who is ultimately going into general 
practice, especially when the length of the appointments mean that they are 
available for far fewer candidates. Favorable comment is made on the res- 
ponsibility felt by the senior staff for the further training of the resident 
staff beyond the time of their actual qualification. The practice of allow- 
ing final year students to live in and to take an active part in the clinical 
work of the hospital is considered an excellent scheme and particular men- 
tion is made of the various minor responsibilities which are given to these 
students and to their specific training in the handling of relatives as well 
as patients. It was pointed out that these students received no routine lec- 
tures but that their training was essentially practical and at the bedside— 
such lecture-demonstrations being backed up by the various clinical con- 
ferences held weekly in the hospital. Considerable attention is paid to the 
Surgical Research Laboratory—a facility conspicuous by its absence in 
most English hospitals. The value of this in undergraduate instruction as 
well as in research is fully described and with it mention is made of various 
other student links between preclinical and clinical years. 

The article deals in detail with various Staff Conferences—Grand 
Rounds, Clinicopathologic Conferences, X-ray Conferences, Surgical Staff 
Seminar, etc. The author is obviously in favor of these institutions and 
mentions that they are slowly being introduced into English hospital life. 
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A summary is given of the various advantages and disadvantages of Amer- 

ican methods as compared to British, it being pointed out that both sides 

have something to teach each other and both sides something to learn. 
Author's abstract. 


References to Current Articles 


Pilonidal Cyst and Sinus (Concluded). Joseph Liburt, Huntington Hospi- 
tal, Huntington, N. Y. New England J. Med. 238:840-43, June 10, 
1948. 


58. Books 


HANDBOOK OF ORTHOPAEDIC SURGERY. 


Alfred R. Shands, Jr. C. V. Mosby Co., St. Louis, Mo. ed. 3, 574 pp.. 
159 illus. 1948. $6.00. 


The new edition of Shands’ book follows the general plan of the pre- 
vious editions, with which all those engaged in orthopedics and allied sub- 
jects will already be familiar. There are twenty-four chapters, sixteen of 
which are arranged according to pathology and the last seven according to 
anatomic region. Seven pages have been added to the text and there are. 
six new illustrations; six of these have been redrawn and five of the draw- 
ings have been replaced by photographs. New additions to the text include 
idiopathic osteomalacia, posttraumatic painful osteoporosis, osteoid osteo- 
ma, discoid cartilage and Morton’s toe. The section on affections of the low 
back has been rewritten completely. The bibliography has been revised and 
brought up to date. Throughout, the brevity of the text and clarity of the 
illustrations have been maintained. The book, as the title indicates, is a 
handbook designed for the undergraduate and graduate student as well as 
for those in the allied fields of nursing and physiotherapy. It can also be 
recommended for the general practitioner who wishes a ready refer- 
ence book to the general field of orthopedics. 


THE PRESENT STATUS OF THE SURGICAL TREATMENT 
OF HYPERTHYROIDISM. 


Warren H. Cole and Edson F. Fowler, Charles C Thomas, Spring- 
field, Ill. 1948. $2.00. 


This monograph stands between, on the one hand, articles in current 
journals which have the advantage of timeliness but the disadvantage of 
being incomplete and, on the other hand, large books which are usually 
out of date but are quite complete. The monograph discusses a very im- 
portant subject in an up to date way, including an analysis of all the chan- 
ges wrought in the treatment of this condition by the thiouracil drugs. The 
book is practical and succinct. An outline of treatment is given and the 
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pictures and charts are excellent. The important aspects of surgical treat- 
ment are considered, such as the King operation for cord paralysis. Not 
only is thiouracil mentioned but also propylthiouracil and adequate credit 
is given to the long-established iodine mode of therapy in preopera- 
tive preparation. This book should be of interest to all those who are treat- 
ing hyperthyroidism surgically. 


A PENICILINA POR VIA ARTERIAL NAS OSTEOMIELITES (In- 


tra-Arterial Penicillin in the Treatment of Osteomyelitis ). 


Eurico Branco Ribeiro, Sdéo Lucas, Brazil. Sao Paulo Editora, S. A.. 


1947. 


This little monograph discusses the surgical treatment of osteomye- 
litis as it has been modified by ‘penicillin, particularly when given intra- 
arterially as advocated by Ribeiro. A large number of rentgen reproduc- 
tions are included and the analysis shows good clinical insight into 
the problems involved. Ribeiro is a prolific writer and evidently has a wide 
surgical experience. An up to date bibliography is included. 


HEMOSTATIC AGENTS. 


Walter H. Seegers and Elwood A, Sharp. Charles C Thomas. Spring- 
field, Ill., 1948. $4.50. 


Dr. Seegers is recognized as being one of the leaders in investigation 
of the newer theories of blood clotting. His work is not only practical but 
fundamental and this book reflects both aspects of his ability and is sup- 
ported by Dr. Elwood A. Sharp, who is Director of Clinical Investigation 
of Parke Davis and Company. Other chapters include the use of thrombin, 
fibrinogen, oxidized cellulose, fibrin foam and gelatin sponge. The biblio- 
graphy is excellent and up to date, there being 370 references, most of 
which have appeared during the past ten years. In addition there are nu- 
merous, excellent color reproductions, photomicrographs and line draw- 
ings. This book should be of interest ‘to all surgeons and represents a prac- 
tical exposition of very fundamental subjects. 


THE FOOT AND ANKLE. 


Philip Lewin, Chicago, Ill. Lea & Febiger, Philadelphia, Pa. 1947. 
$11.00. 


The purpose of this book as stated in the preface to the first edition 
is: “To guide the student, general practitioner, industrial surgeon and 
younger orthopedic surgeon in diagnosis and treatment of diseases, de- 
formities, and disabilities of the foot and ankle.” The third edition con- 
tains extensive revisions based on the personal experience of the author and 
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the contributions to the literature from military centers during World War 
II. In the introductory chapters the author discusses in a brief manner the 
embryology, anatomy, physiology and biomechanics of the foot and ankle. 
Following this there are two chapters on the basic principles of diagnosis 
and treatment. He discusses the subject of foot and ankle conditions under 
the following headings: congenital defects and deformities, acquired de- 
formities and disabilities, diseases of bones joints, muscles and nerves. 
traumatic conditions of bones, joints, muscles and nerves, paralytic condi- 
tions, circulatory disturbances and tumors. Separate chapters are devoted 
to such subjects as estimation of foot and ankle disability, military aspects 
of foot and ankle disorders, dermatologic affections of the foot and ankle, 
foot hygiene and sanitation and surgic ‘al technic. The author's style is lucid 
and the numerous summaries and outlines are very helpful. In spite of the 
encyclopedic nature of the book, the discussion of many of the subjects is 
superficial. For example, the relation of gait to foot disorders is merely 
mentioned and the use of Dennis Browne splints in the treatment of talipes 
equinovarus could be amplified. However, the extensive bibliography in- 
cluded in the appendix should be of use to those desiring more detailed 
information. In summary, it may be said Lewin has succeeded in his stated 
purpose. 

(From now on each volume of the QUARTERLY REVIEW OF SURGERY 
will carry a list of the new books and pamphlets of interest to surgeons. 
Publishers and readers are asked to contribute titles which otherwise might 
be missed.) 


1. ANESTHESIA AND ANALGESIA 


Contribution 4 L’Etude du Passage de Solutions Anesthésiques Locales 
a Travers Les Membranes Inertes (Influence de L’Acide Qui Salifie Les 
Bases Alcaloidiques). André Fieyre. Paris, Jouve, 1940. 70 p. illus. 

The Centenary of the Introduction of Surgical Anaesthesia to Australia; 
Proceedings of a Commemorative Meeting Held by the Tasmanian Branch 


of the British Medical Association on Saturday, June 7th and Sunday, June 
8th, 1947. British Medical Association. Tasmanian Branch. Launceston, 


W. R. Rolph, 1947. 15 p. illus. 
Undersggelser Over Simple Og Kombinerede Narkoser. Aksel Richard 
Juul. Kgbenhavn, Munksgaard, 1939. 270 p. illus. 


Le Dosage de L’Alcool dans le Chloroforme. Robert Thouvenin. 


Nancy, Société d’impressions typographiques, 1942. 205 p. illus. 


La Novociine Intraveineuse. Etude Générale de Cette Méthode Théra- 
peutique et en Particular de Ses Applications Cardio-Vasculaires. Piere 


Ferrand. Clermont-Ferrand, Racelot, 1946. 66 p. illus. 


Novocain. Intravenous Administration. Winthrop Chemical Company, 


Inc. Library. New York, 1947. 100 p. 


3. SURGICAL TECHNIC 


Minor Surgery. Frederick Christopher. 6th ed. Philadelphia. W. 


B. Saunders. 1948. 1058 p. illus. 
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Diathermie Chirurgicale. C. Arraud. Paris, Villars, 1939. 216 p. 
illus. 

Minor Surgery. Frederick Christopher. 6th ed. Philadelphia. W. 
B. Saunders, 1948. 1058 p. illus. ut 

Verbandlehre Fiir Schwestern, Helfer. Studenten Uud Arzte. Lorenz 
Bohler. Wien. Maudrich, 1947. illus. v. 


4. SURGICAL INFECTION 


Joseph Lister, Father of Modern Surgery. Rhoda Truax. London, 
G. G. Harrap, 1947. 270 p. plates, ports. 


Abscesos Y Flemones. Enrique Hernandez Lopez. 2d. ed. Barcelona, 


Salvat, 1946. 246 p. illus. 


5. TUMORS 


Boletim. Instituto Portugués de Oncologia. Lisbon. Lisboa. v. illus. 


9. SPINE & SPINAL CORD 

Les Cyphoses Post-Tétaniques. Michel Joseph Guglielmi. Amiens, 

Impr. due Courrier Picard, 1945. 61 p. illus. 
ll. SYMPATHETIC NERVOUS SYSTEM 

L’Ablation Du Premier Ganglion Sympathique Lombaire. Technique— 

Résultats. Henri Armand Godot. Nancy, Grandville. 1942. 96 p. illus. 
12. HEAD & NECK 

La Tromboflebitis En La Angina De Ludwig. Thomas de Juan Rodri- 

guez. Salamanca, Universidad de Salamanca, 1945. 70 p. illus. 
15. THYROID & PARATHYROID 


Contribution A L’Etude Du Traitement Chirurgical Des Goitres Hyper- 
thyroidiens. Les Résultats Eloignés De La Thyroidectomie Subtotale. 
André Henri Liévin Feutrie. Lille, Demailly, 1938. 124 p. 


16. THORACIC SURGERY 


A Propos D’Un Cas De Gastropathie Consecutive A Une Phrénicectomie 
Gauche. Paul Marcel Victor Guilmer. Le Mans, “Maine Libre’, 1946. 
53 p. illus. 

Réle De La Paralysie Du Diaphragme Dans La Collapso-Thérapie Du 
Poumon. Statistique Sur 195 Interventions Sur Le Nerf Phrénique, Faites 
Au Sanatorium Des Etudiants A Saint-Hilaire Du Touvet (Isére). Pierre 
Kalachnikoff. Paris, Cario, 1946. 55 p. 


17. CHEST WALL 


Puet-On Elargir Les Indications De La Thoracoplastie Pour Tuber- 
culose Pulmonaire? Alphonse Marie Alexandre Marest. Versailles, La 
Gutenberg, 1945. 82 p. 
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La Réexpansion Du Sommet Dans La Thoracoplastie Avec Apicolyse 
De Semb (Importance De La Cure Intégrale Pendant Les 4 ou 6 Mois Qui 
Suivent L’Operation Pour Lutter Contre La Réexpansion). Harris Ratsimba- 
Rajohn. Paris, Jouve, 1945. 75 p. illus. 


18. PLEURA 


La Désinsertion Extra-Pleurale Des Symphyses Pulmonaires Sous Con- 
tréle De La Pleuroscopie (Opération De Michetti). Jean Braillon. Paris, 
Maloine, 1947. 120 p. illus. 

21. HEART 


Surgical Treatment for Abnormalities of the Heart and Great Vessels. 
Robert Edward Gross. Ist. ed. Springfield, Ill., C. C Thomas, 1947. 
72 p. illus. 

23. BREAST 

Contribution A L’Etude Du Cancer Du Sein Chez L’Homme. Edmond 
Boisméry. Paris, Foulon, 1945. 70 p. 

Heredity in Breast Cancer. A Genetic and Clinical Study of Two 
Hundred Probands. Oluf Jacobsen. Copenhagen, Nyt nordisk Forlag, 
1946. 306 p. 

25. ABDOMINAL SURGERY 
Surgical Treatment of the Abdomen. Frederick Wolcott Bancroft. 


Philadelphia. Lippincott, 1947. 1026 p. illus. 


27. HERNIA 

Contribution A L’Etude Des Hernies Ventrales Des Equidés. Leur 
Traitement Chirurgical. Paul Félix Boutet. Paris, Foulon, 1944. 85 p. 
illus. 

29. STOMACH & DUODENUM 

L’Examen Radiologique De L’Estomae Aprés Gastrectomie. Stéphane 
Bianay. Lille, Frangois, 1938. 128 p. illus. 

Essai Sur L’ Etude Anatomo-Clinique Et Thérapeutic Des Trichobézoars. 
Auguste Jules Joseph Chéné. Angers, Impr. de L’Anjou, 1945. 104 p. 


30. SMALL INTESTINES 


Le Volvulus De L’Intestin Gréle. Etude D’Aprés 107 Observations 
Récentes. Gaston Denis Delouche. Paris, Foulon, 1945, 205 p. illus. 


31. APPENDIX 
Seritti Sull’Addome Destro. Sante Solieri. Bologna, Cappelli, 1933. 
72 p. illus. 
Contribution A L’Etude De La Périduodenite Appendiculaire. Suzanne 
Dufour. Lyon, Impr. des beaux-arts, 1946. 78 p. illus. 


33. INTESTINAL OBSTRUCTION 


Obstruction of the Small Intestine Due to Adhesions and Bands. An 
Investigation of the Early and Late Results After Operative Treatment and 
an Aetiological Study of Recurrences. S. S. Krook. Lund, 1947. 200 p. 
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35. LIVER & BILIARY TRACT 
La Chirurgie Billaire, Sous Controle Manométrique Et Radiologique 
Pre-Opératoire. Pierre Mallet-Guy. Paris, Masson, 1947. 137 p. illus. 


41. ARTERIES 


La Gangrena Giovanile Spontanea Delle Estremita. Piero Pattarin. 
Bologna, Cappelli, 1946. 89 p. illus. 


43. ORTHOPEDIC SURGERY 

Kinesiology, Laboratory Manual. Leon George Kranz. St. Louis, 
Mosby, 1948. 177 p. illus. 

Chirurgie Du Pied. Georges Vidal-Naquet. Paris?, Legrand, 1947. 
87 p. illus. 

44. FRACTURES 

Osteosynthesis Colli Femoris. Johannes Spotoft. K@benhavn, Munks- 
gaard, 1944. 236 p. illus. 

A Manual of the Treatment of Fractures. John Alexander Caldwell. 
2d ed. Springfield, Ill., C. C Thomas, 1947. 152 p. illus. 

Fracture Appliances and Their Applications. De Puy Manufacturing 
Company, Warsaw, Ind. Warsaw, Ind., °1947. 106 p. illus. 

Le Pseudoartrosi Congenite Della Tibia. Mario Camurati. Bologna, 
Capelli, 1930. 162 p. illus. 


Behandlungsergebnisse Von 250 Fersenbeinbriichen. Walter Gollasch. 


Berlin, F. C. W. Vogen, 1941. 163 p. illus. 


45. DISLOCATIONS 


Die Sogenannte Angeborene Hiiftverrenkung, Ihre Erblichkeit Und Stel- 
lung in Hinsicht Auf Das Gesetz Zur Verhiitung Erbkranken Nachwuchses. 
Alfred Giitgemann. Bonn, Scheur, 1942. 16 p. 

Ricerche Statistiche Sulle Fratture Articolari, Pei. M. Camurati et al. 
Bologna, Cappelli, 1928. 68 p. illus. 

L’Abaissement Du Grand Trochanter Dans La Coxa-Vara (Coxa-Vara A 
Type Cervico-Diaphysaire Chez L’Adulte).. Charles Thibon. Marseille, 
Ged., 1939. 52 p. illus. 

46. BONES 

A Clinical Atlas of Sternal Bone Marrow. Carl Reich. Chicago, 
Abbott Laboratories, 1946. 3-32 p. col. illus. 

Die Durch Knochen-Und Gelenktuberkulose Verursachte Bleibende 
Arbeitsunfahigkeit in Finnland. Fine Statistische Studies. Hannes Sal- 
menkallio. Helsinki, 1947. 60 p. illus. 

Osteophthisis Pelvis Et Femorum. Zugleich Ein Beitrag Zur Frage 


Wien, W. Maudrich, 1947. 183 p. illus. 
47. JOINTS 


Considérations Sur Les Epaules Raides Et Douloureuses Posttraumati- 


ques. René Corriol. Marseille, Ged, 1939. 48 p. 
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Corps Etrangers Articulaires. Etude Clinique et Résultats Eloignés 
du Traitement Chirugical. Charles Berthel. Strashourg-Neudorf, Impr. 
St.-Thomas, 1939. 74 p. illus. 

Luxaciones Articulares Traumaticas, Por José Valls Y Roberto Paterson 
Toledo. Barcelona Salvat, 1947. 161 p. illus. 

Periarthritis Humeroscapularis Und Verwandte Erkrankungen. Felix 
Anger. Berlin, F. C. W. Vogel, 1939. 38 p. illus. 


48. TENDONS 


Considérations Sur L’Etiologie Et L’Anatomie De La Maladie De 
Dupuytren. Maurice Michon. Paris, Foulon. 1944, 54 p. 


50. TRAUMATIC SURGERY 


A Propos D’un Cas D’Hypertrichose Post-Traumatique. Jules Joseph 
Emile Charpentier. Paris, Arnette, 1946. 40 p. illus. 

Le Phlycténoglucose. Contribution A L’Etude Du Stockage Lacunnaire 
Du Glucose. Maurice Bocquet. Lille, Planquart, 1941. 114 p. illus. 

Merkbliter Uber Hilfeleistung. W. Séhngen & Co. Wiesbaden, 1939. 
56 p. illus. 

Das Sogenannte Chronisch-Traumatische Handédem. Fritz Reischauer. 


Berlin, F. C. W. Vogel. 1940. 39 p. illus. 


51. BURNS 


Congelamenti Di Guerra. Mario Tabanelli. Bologna. Cappelli, 1946. 
92 p. illus. 
54. WOUNDS 
First Aid in Emergencies. Eldridge Lvon Eliason. 12th ed. Philadel- 
phia, Lippincott. “1948. 260 p. illus. 


55. MILITARY SURGERY 


Note Di Chirurgia Di Guerra. Mario Tabanelli. Bologna, Cappelli. 
1946. 35 p. illus. 

Cuestiones Médico-Quirtirgicas De Guerra. Lorenzo Gironés. San- 
tander. Cuartel General del Cuerpo de Fjéreito de Galicia, 1938. 570 p. 
illus. 

57. MISCELLANEOUS 

An Introduction to Clinical Surgery, Surgical Wherefores and There- 
fores. A Reasoned Explanation of Surgical Notetaking. Charles Frederick 
Morris Saint. Cape Town, African Bookman, 1945. 293 p. 

Un Grand Chirurgien Limousin. Paul Faige. Brive, Lachaise, 1941. 
117 p. illus. 

Anatomie Radiologique Normale, Optique Radiologique Et Dépistage 
Des Erreurs De Lecture Des Clichés. Henry Tillier. Paris. Doin, 1947. 
233 p. illus. 

Schémas D’Anatomie. Cl Monod. Paris. Gilbert, 1946-47. 9 y. in 
5. illus. 
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Esami Istologici, Praticati Dal 1926 al 1929. Domenico Majocchi. 
Scritti postumi a cura di A. Masotti. Bologna, Cappelli, 1931. 228 p. 
illus. 

Synopsis of Surgery. Ernest William Hey Groves. 13th ed. Baltimore, 
Williams and Wilkins, 1947. 637 p. illus. 

Die Anatomischen Namen. Ihre Ableitung Und Aussprache. Hermann 
Triepel. 23. Aufl. Miinchen, Bergmann, 1946. 92 p. 

Les Grandes Questions De Pathologie Chirurgicale A L’Externat. Jean 
Charles Reymond. Paris, Vigot, 1946. 2 v. illus. 

Diagnostik Chirurgischer Erkrankungen, Mit Einschluss Der Differen- 
tialdiagnostik Und Rontgendiagnostik. Rudolf Demel. 8. und 9. erweiterte 
und verb. Aufl. Wien, Maudrich, 1946. 767 p. illus. 

Anatomia, Fisiologia e Higiene. Mario E. Dihigo y Llanos. 4th ed. 
Habana, P. Fernandez, 1946. 353 p. illus. 

Nostalgie Fra Le Rovine, Pagine Di Vecchia Vita Chirurgica. Andrea 
Majocchi. 3d. ed. Milano, Garzanti, 1946. 373 p. 

Textbook of Anatomy and Physiology. Catherine Parker Anthony. 
St. Louis, The C. V. Mosby company, 1946. 542 p. illus. 

Practical Anatomy. Wilfred Edward Le Gros Clark. rev. and rewritten. 
London, Arnold, 1946. 470 p. illus. 

Laboratory Guide to the Dissection of the Human Body. Eugene 
Wittrup Scheldrup. Iowa City, Dept. of Anatomy, State Univ. of lowa, 1946. 
illus. 

They Come by Appointment. ‘George Sava. London, Faber and Faber 
Itd., 1946. 215 p. 

Précis De Séméiologie Chirurgicale Elémentaire. Yves Bourde. Paris. 
Doin, 1946. 521 p. illus. 

Doctor! Do Tell! Interesting and Entertaining Human Interest Epi- 
sodes Which Forty Odd Years in the Field of Medicine and Surgery Have 
Disclosed. Victor Fred Marshall. Appleton, Wis., C. C. Nelson publishing 
company, 1945. 235 p. 

Einfiihrung in Die Allgemeine Chirurgische Diagnostik. Gustave 
Dardel. Bern, Huber, 1941. 86 p. 

Possibilitiés Du Cinéma Dans L’Enseignement De La Séméiologie 
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ABDOMEN 

auscultation in acute abdominal diseases, 414 

diagnosis of abdominal trauma in warfare, 
10] 

experiences in the surgical treatment of 
multiple visceral neoplasms, 277 

failure of the peritoneal-button operation for 
ascites, report of two cases, 418 

hernial repair using Cooper’s ligament, fol- 
low-up studies on three hundred and sixty- 
seven operations, 261 

nutritive abdominal allergy as seen by the 
surgeon, 279 

resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 

surgical closure of large defects in the ab- 


dominal wall, 416 
ABSCESS 
acute subpectoral abscess, surgical emer- 


gency, 1] 
AMPUTATIONS 
amputation of the index ray, 209 
—interinnomino-abdominal amputations, report 
of twelve cases, 549 
mid-leg amputations for 
diabetic, 549 
restoration of the thumb by transplantation, 
plastic repair and prosthesis, 465 
ANASTOMOSIS 
aortic-pulmonary anastomosis for pulmonary 
stenosis, 497 
method of uretero-intestinal anastomosis. pre- 
liminary report, 532 
ANATOMY 
applied anatomy of the femoral vein and its 
tributaries, 323 
ANESTHESIA 
anaesthesia for intracranial operations, 383 
anesthesia in the surgical treatment of 
bronchiectasis, 369 
anesthetic mortality in intrathoracic surgery, 


gangrene in the 


259 

direct local intravenous anesthesia of the 
extremities, 

low spinal cord injuries following spinal 


anesthesia, 223 
neurological complications after spinal anes- 
thesia, 3 
procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
use of curare in anesthesia, 4, 370 
ANTISEPSIS AND ANTISEPTICS 
investigation of the bacterial flora, disin- 
fection and disinfectants of the skin, 13 
APPARATUS 
acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
clinical extracorporeal dialysis of blood with 
artificial kidney, 373 
medullary nail, presentation of a new type 
and report of a case, 326 


modified Perthes apparatus accommodating 
six patients, 263 
new material and tube design in gastrointes- 
tinal intubation, 278 
obstruction of vitallium tubes by biliary 
sediment, report of nine cases and review 
of the literature, 143 
one-stage resection and anastomosis of the 
colon utilizing the Furniss clamp, 429 
\PPENDIX 
acute appendicitis, analysis of eight hundred 
and seventy-eight cases at St. Luke’s Hos- 
pital, Chicago, 293 
appendiceal stump, 293 
appendicitis material at the Karolinska Sjuk- 
huset 1940-1944, 428 
ARTERIES 
anastomosis of severed arteries by a non- 
suture method, 318 
aortic-pulmonary anastomosis for pulmonary 
stenosis, 497 
arterial injuries, 319 
complete transposition of the aorta and the 
pulmonary artery, experimental observa- 
tions on venous shunts as corrective pro- 
cedures, 408 
complications of the surgery of patent ductus 
arteriosus, 86 
development of an anastomosis between the 
coronary vessels and a transplanted inter- 
nal mammary artery, 87 
infective endarteritis of the pulmonary artery, 
85 
observations on the early management of 
gunshot wounds of the arteries, 450 
surgical treatment of patent ductus arterio- 
sus, 407 
—sympathectomy for obliterative arterial dis- 
ease, indications and contraindications, 247 
—traumatic arterial vasospasm, 175 
ARTHRITIS 
—observations on the management of suppura- 
tive arthritis of the knee joint, 334 
BANTI’S DISEASE 
gastro-esophageal resection and total gastrec- 
tomy in the treatment of bleeding varicose 
veins in Banti’s syndrome, 539 
BILIARY TRACT 
—benign strictures of the biliary ducts, 145 


comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
congenital anomalies of the neural axis, sur- 
gical management based on neurologic con- 
siderations, 390 
-innervation at the common bile duct-duodenal 
junction from a surgical point of view, 438 
—obstruction of vitallium tubes by biliary sedi- 
ment, report of nine cases and review of 
the literature, 143 
stricture of extrahepatic bile ducts, 519 
—strictures of the common duct, 520 
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-surgical treatment of carcinoma of the am- 
pulla of Vater and the extrahepatic bile 
ducts, 522 

BLADDER 

infiltrating carcinoma of the bladder, 152 

surgical treatment of carcinoma of the blad- 


der, 151 
surgical treatment of urinary incontinence, 
162 
vaginal cystectomy, 150 
BLOOD 


anticoagulant treatment of postoperative ven 
ous thrombosis and pulmonary embolism, 
374 

clinical extracorporeal dialysis of blood with 
artificial kidney, 373 

experimental studies of arteriovenous fistula 
with regard to the development of collat- 
eral circulation, 316 

hemoglobinemia accompanying transurethral 
resection of ihe prostate, 153 

procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 

BLOOD PRESSURE 
—blood-letting in treatment of hidden cranial 

traumas, long-range effect, 33 

--hypotension induced by arteriotomy, using 
Page’s technic, an aid in surgery, its use in 
the removal of an epidermoid tumor of 
the third ventricle, report of a case, 378 

operative and postoperative management of 
hypertensive patients undergoing thoraco- 
lumbar sympathectomy, 395 

surgical considerations of the treatment of 
hypertension, 47 

surgical treatment of essential hypertension, 


46 
BLOOD VESSELS 
—arteriovenous fistulas, 171 
—choice of operation for the treatment of ar- 
teriovenous fistulas, 169 
repair of arteriovenous fistulas, evaluation of 
operative procedures and analysis of fifty- 
three cases, 168 
—successful suture of the abdominal aorta for 
arteriovenous fistula, 173 
BONES 
evaluating of cortical and cancellous bone as 
grafting material, 180 
—present status of the leg length discrepancy 
problem, 178 
diseases: 
—cancer of the bone and joint, 544 
—chondrosarcoma, 329 
-lunatomalacia (Kienbock’s disease). clinical 
and roentgenological study, especially on 
its pathogenesis and the late results of im- 
mobilization treatment, 196 
—penicillin in the treatment of chronic osteo- 
myelitis, 331 
—penicillin-treated series of cases of osteo. 
myelitis in childhood, 195 
—skin-muscle transplantations in treatment of 
chronic osteomyelitis, 460 
fractures: 
comparison of the results from non-operative 
treatment and from osteosynthesis by mul- 
tiple nailing of medial fractures of the 
collum femoris. 186 


effect of priscol on the healing of fractures, 
185 

-fractures in general, 156 

-further studies on skull fractures and brain 
injuries, 235 

-indications and technic in the treatment of 
fracture of the humerus associated with 
paralysis of the radial nerve, 455 

-intraarticular fractures in the upper end of 
the tibia and lower upper end of the tibia 
and lower end of the femur, 186 

—osteosynthesis of intertrochanteric and pertro- 
chanteric fractures of the femur, 187 

—-treatment of gun-shot femur fractures incor- 
rectly grown together, 190 

-treatment of malleolus fractures without im- 
mobilization by means of local novocaine 
injections and by walking from the first 
day after fracture, 188 

trochanteric arthroplasty in the treatment of 
ununited fractures of the neck of the 
femur, 200 

growth: 

experiences with epiphyseal arrest in correct 
ing discrepancies in length of the lower ex- 
tremities in infantile paralysis, 181 

study of new bone formation provoked by 
sub-periosteal injections of blood plasma, 
extract of bone marrow, etc., investigation 
by experiments on animals, 330 

surgery: 

—contribution to the surgical treatment of 
osteoarthritis of the hip-joint, clinical 
study, 200 : 

experiences with a bone bank, 545 

-fixation of bones by plates and screws, 180 

-supracondylar shortening of the femur for 
leg length inequality, 182 


tumors: 
—benign central cartilaginous tumors of bone. 
194 


-eosinophilic granuloma, report of a case with 
x-ray evidence of rapid progression, 545 
-plasma cell tumors of bone,‘461 
wounds and injuries: 
early treatment of maxillofacial battle cas- 
ualties, résumé of four hundred and twenty- 
one cases, 56 
-nerve lesions complicating certain closed 
bone injuries, 243 
BOOKS 
-British surgical practice, volumes I & II, 348 
—eancer diagnosis, treatment, and prognosis. 
347 
-—foot and ankle, 557 
handbook of orthopaedic surgery, 556 
—handbook on fractures, 353 
—hemostatic agents, 557 
—hernia, 349 
—history of medicine, 351 
hospital care of neurosurgical patients, 472 
medical center seventy-ninth annual report of 
the Presbyterian Hospital, including Ba- 
bies Hospital, Neurological Institute, New 
York Orthopaedic Hospital, Sloane Hos- 
pital and Vanderbilt Clinic, 1947, 351 
pathologic physiology of thyrohypophyseal re- 
lationships, clinical, therapeutic, and ex- 
perimental studies, 347 
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penicillin por via arterial nas osteomielites, 


—present status of the surgical treatment of 

hyperthyroidism, 556 

shock, 351 

surgical disorders of the chest, diagnosis and 
treatment, 353 

surgical treatment for abnormalities of the 
heart and great vessels, 350 

text-book of pathology, introduction to medi- 
cine, 350 


BRAIN 
abscess: 
modern concepts in the treatment of brain 
abscess, report of three cases, 389 
observations on standardizing the surgical 
management of intracranial suppuration, 
386 
hematoma: 
subdural haematoma in infaney, 382 
hemorrhage: 
spontaneous subarachnoid hemorrhage of 


aneurysmal origin, factors influencing prog- 
nosis, 386 
hernia: 
congenital sincipital encephalocele and _ its 
treatment, with special reference to the 
structure of the wall, 26 
surgery: 
anesthesia for intracranial operations, 383 
conservative treatment of third ventricle tu- 
mors, 234 
partial excision of the motor cortex in treat- 
ment of jacksonian convulsions, results in 
forty-one cases, 33 
surgical treatment of tumors of the pituitary 
body, 240 
treatment of focal epilepsy by cortical exci- 
sion, 237 
tumors: 
benign cysts of the brain, analysis with com- 
parison of results of operative and non- 
operative treatment in thirty cases, 482 
conservative treatment of third ventricle tu- 
mors, 234 
hypotension induced by arteriotomy, using 
Page’s technic, an aid in surgery, its use 
in the removal of an epidermoid tumor of 
the third ventricle, report of a case, 378 
intracranial meningiomas, surgical results, 31 
medulloblastoma cerebelli, diagnosis, treat- 
ment and survivals, with a report of fifty- 
six cases, 387 
neurinomas of the cerebellopontile recess. 
clinical study of one hundred and sixty 
cases including operative mortality and end 
results, 28 
-posterior fossa meningiomas, 388 ; 
role of pinealomas in the causation of dia- 
betes insipidus, 238 
wounds and injuries: 
further studies on skull fractures and brain 
injuries, 235 7 
penetrating wounds of the cerebral ventricles, 
239 


restorative treatment in craniocerebral wounds. 


surgical means of fighting intracranial infec- 
tions in gunshot wounds of the skull, 27 


BREAST 
—breast cancer, 272 
—fat necrosis of the female breast, 93 
~-surgical correction of hypertrophy and ptosis 
of the female breast, clinical investigation 
of 300 cases with examination of a new 
method, 273 
treatment of cancer of the breast in premeno- 
pausal patients with radical amputation 
and bilateral oophorectomy, 94 
BURNS 
primary burn shock, 210 
reconstruction of the burned hand, 490 
redistribution of body water and the fluid 
therapy of the burned patient, 341 
—wound healing studies on several substances 
recommended for the treatment of burns, 
212 
CANCER 
cutaneous cancer in Finland, clinical and 
radiotherapeutic study of 1,068 cases, 20 
cytologic recognition of cancer in exfoliated 
material from various sources, 19 
does biopsy in cases of malignant tumor harm 
the patient? 21 
endocrine therapy in carcinoma of the pros- 
tate, preparation of patients for radical 
perineal prostatectomy, 156 
examination of serous fluids by the cell-block 
technic, 18 
experiences in the surgical treatment of mul- 
tiple visceral neoplasms, 277 
—experiments with p-aminobenzenesulfonamide 
in the prophylaxis of infections arising 
during brachyradium therapy of cervix 
carcinoma, 163 ; 
—malignant neoplasm originating in synovial 
tissues (synoviomata), 179 
should the neck nodes be dissected in pa- 
tients with carcinoma of the lip? 52 
vaginal smears as an aid in the diagnosis of 
early carcinoma of the cervix, 167 
CARTILAGE 
—composite free grafts of skin and cartilage 
from the ear, 60 
~—infections of the costal cartilages and _ ster- 
num, 74 
CHOLINESTERASE 
~administration of di-isopropyl fluorophosphate 
(DFP) to man, II, effect on intestinal mo- 
tility and use in the treatment of abdo- 
minal distention, 226 
COLD 
~—experimental and clinical studies of reduced 
temperatures in injury and repair in man, 
Il, effect of moderate cold and refrigera- 
tion of human skin, 551 
—frostbite, 213 
CRANIUM 
—anaesthesia for intracranial operations, 383 
—blood-letting in treatment of hidden cranial 
traumas, long-range effect, 33 
surgical means of fighting intracranial infec- 
tions in gunshot wounds of the skull, 27 
—traumatie intracranial hemorrhage, 233 
CURARE 
—evaluation of curare in spasticity due to 
spinal-cord injuries, 483 
use of curare in anesthesia, 4, 370 
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DIABETES 
—mid-leg amputations for gangrene in the dia- 
betic, 549 
—role of pinealomas in the causation of dia- 
betes insipidus, 238 
DISLOCATIONS 
acromioclavicular dislocation, end-results of 
screw suspension treatment, 332 
dislocation and fracture-dislocation of the 
spinal column, 41 
injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 
recurring dislocations of the shoulder, 458 
surgical technic in common dislocation of the 
thumb, 193 
DUPUYTREN’S CONTRACTURE 
—Dupuytren’s contracture, 546, 547 
EDEMA 
pulmonary edema, experimental observations 
on dogs following peripheral blood loss, 
342 
treatment of postoperative swelling of the 
arm following mastectomy, preliminary re- 
port, 275 
EMBOLISM 
anticoagulant treatment of postoperative 
venous thrombosis and pulmonary embol- 
ism, 374 
treatment of arterial embolism, 449 
EPILEPSY 
treatment of focal epilepsy by cortical exci- 
sion, 237 
ESOPHAGUS 
—antethoracal transplantation of the stomach 
in the treatment of congenital atresia of 
the thoracic esophagus, preliminary report, 
410 
carcinoma of esophagus and cardiac end of 
stomach, 269 
congenital atresia of the esophagus, 270 
end-to-end anastomosis of the esophagus for 
esophageal atresia, 89 
intrapleural resection of the esophagus and 
the heart, total gastrectomy with one-step 
esophagogastric, and esophagojejunal anas- 
tomoses in cancer, 270 
-subtotal esophagectomy and esophagogastros- 
tomy for high intrathoracic esophageal le- 
sions, 502 
—treatment of esophageal varices by injection 
of sclerosis-forming agents through the 
esophagoscope, performed in_ splenecto- 
mized patient suffering from splenic phlebo- 
stenosis (splenic anemia), case with au- 
topsy, 90 
tetraETHYLAMMONIUM 
—action of tetraethyl ammonium bromide, 451 
—tetra-ethyl-ammonium as an adjunct in the 
treatment of peripheral vascular disease 
and other painful states, 174 
FISTULA 
—arteriovenous fistulas, 171 
choice of operation for the treatment of ar- 
teriovenous fistulas, 169 
-experimental studies of arteriovenous fistula 
with regard to the development of col- 
lateral circulation, 316 


repair of arteriovenous fistulas, evaluation of 
operative procedures and analysis of fifty- 
three cases, 168 
successful method for securing primary wound 
healing after resection of fistulae in ano. 
preliminary report, 142 
successful suture of the abdominal aorta for 
arterio-venous fistula, 173 
FLUIDS 
—examination of serous fluids by the cell-block 
technic, 18 
redistribution of body water and the fluid 
therapy of the burned patient, 341 
FOREIGN BODIES 
extraction of foreign bodies from the cere- 
brum under control of the x-ray screen, 32 
foreign body localization in the soft parts, 
simple method requiring no especial train- 
ing or equipment, 229 
late reactions to metallic foreign bodies, 
GALLBLADDER 
carcinoma of the gall bladder, report of 
seventy-five cases, 302 
cholecystitis and cholelithiasis, 303 
contributions to the knowledge of pancreatic 
reflux as an etiologic factor in chronic af- 
fections of the gall bladder, experimental 
study, 524 
GANGRENE 
-femoral hernia with gangrenous bowel, 104 
gas gangrene, 11 
mid-leg amputations for gangrene in the dia- 
betic, 549 
resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple. 
one-layer silk anastomosis, 300 
GELATIN 
control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
—control of hemorrhage from the cardiac au- 
ricles by the gelatin sponge, experimental 
study, 84 
GRANULOMA 
eosinophilic granuloma, report of a case with 
x-ray evidence of rapid progression, 545 
HEAD 
mechanism and management of injuries of 
the head, 22 
HEART 
-aortic-pulmonary anastomosis for pulmonary 
stenosis, 497 
blue baby with congenital pulmonary. ste- 
nosis, 268 
cardiac resuscitation, 224 
control of hemorrhage from the cardiac au- 
ricles by the gelatin sponge, experimental 
study, 84 
control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
—further observations on penetrating wounds 
of the heart and pericardium, 498 
prostatic surgery and heart disease, 527 
HEMORRHAGE 
-control of hemorrhage from the cardiac au- 
ricles by the gelatin sponge, experimental 
study, 84 
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control of hemorrhage from wounds of the 
heart by the gelatin sponge “patch” tech- 
nic, new experimental method, 267 
haematemesis and melaena with special ref- 
erence to bleeding peptic ulcer, 420 
spontaneous subarachnoid hemorrhage of 
aneurysmal origin, factors influencing prog- 
nosis, 386 
traumatic intracranial hemorrhage, 233 
HERMAPHROIDITISM 
case of male pseudohermaphroditism, impor- 
tance of psychiatry in the surgery of this 
condition, 312 
HERNIA 
dermatome hypalgesia with posterolateral her- 
niation of lower cervical intervertebral disc, 
38 
fatal intestinal obstruction following injec- 
tion treatment of an inguinal hernia, 416 
femoral hernia with gangrenous bowel, 104 
hernial repair using Cooper's ligament, fol- 
low-up studies on three hundred and sixty- 
seven operations, 281 
subcutaneous inguinal ring, clinical study, 
104 
sciatica resulting from hernia of the inter- 
vertebral disk, report of 157 cases of whom 
17 were operated, 39] 
HIP 
contribution to the surgical treatment of 
osteoarthritis of the  hip-joint. clinical 
study, 200 
evolution of mould arthreplasty of the hip 
joint, 463 
gun-shot wounds of the thigh, 189 
injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 
interinnomino-abdominal amputations, report 
of twelve cases, 549 
operative therapy for slipped upper femoral 
epiphyses, end-result study, 542 
treatment of slipped capital femoral epiphy- 
sis, 541 
—trochanteric arthroplasty in the treatment of 
ununited fractures of the neck of the 
femur, 200 
HORMONES 
endocrine therapy in carcinoma of the pros- 
tate, preparation of patients for radical 
perineal prostatectomy, 156 
exophthalmos and tissue changes in the 
guinea pig following administration of the 
thyroid stimulating hormone of the pitui- 
tary gland, 67 
INFECTION 
infections of the costal cartilages and_ ster- 
num, 74 
mechanism of infection in chronically relaps- 
ing staphylococcus diseases, clinical and 
bacteriologic investigation, with special ref- 
erence to furunculoses and their complica- 
tions, 10 
use of intra-arterial injections in local sur- 
gical infections, 16 
INTESTINES 
redundant blind segments of intestine after 
side-to-side anastomosis with division of the 


bowel, 413 


cancer: 

-carcinoma of the colon, 135 

carcinoma of the rectum, 297 

diagnostic errors in carcinoma of the large 
intestine, 296 

management of cancer of the colon, 122 

multiple primary malignant lesions of the 
large bowel, 431 

recurrent cancer of the colon and rectum, 
131 

diverticula: 

—diverticula of the duodenum and jejunum 
with a report of a new technical procedure 
to facilitate their removal and a discus- 
sion of their surgical significance, 289 

—symptoms due to Meckel’s diverticulum, 514 

motility: 

—administration of di-isopropyl fluorophosphate 
(DFP) to man, II, effect on intestinal mo- 
tility and use in the treatment of abdom- 
inal distention, 226 

studies on experimentally provoked ileus with 
reference to inhalation therapy, 140 
obstruction: 

—congenital atresia of intestine and colon, 98 

endometriosis as a cause of intestinal ob- 
struction, 434 
endometriosis as a cause of obstruction of 
the intestine, 517 
fatal intestinal obstruction following injec- 
tion treatment of an inguinal hernia, 416 
surgery: 

—closure of colostomies, 515 

method of uretero-intestinal anastomosis, pre- 
liminary report, 532 

one-stage resection and anastomosis of the 
colon utilizing the Furniss clamp, 429 

palliative operations in cancers of the gastro- 
intestinal tract, 97 

primary resection of the colon and rectum 
with particular reference to cancer and 
ulcerative colitis, 432 

radical single stage extirpation for cancer of 
the large bowel with retained functional 
anus, 132 

redundant blind segments of intestine after 
side-to-side anastomosis with division of 
the bowel, 413 

resection and primary anastomosis in the 
treatment of gangrenous or non-reducible 
intussusceptions in children, safe, simple, 
one-layer silk anastomosis, 300 

surgical management of irreducible intussus- 
ception, 434 

tumors: 

benign and malignant tumors of the small 
intestine, 119 

familial polyposis of the colon, two families, 
five cases, 129 

ulcers: 

importance of malignant degeneration as a 
complication of chronic ulcerative colitis, 
129 

primary nonspecific ulcers of the small in- 
testine, 513 

volvulus: 

-torsion of the ileoceco-colic segment (volvu- 
lus of the cecum), 518 


volvulus of the cecum and ascending colon, 
130 
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volvulus of the sigmoid colon and its treat- 
ment, 134, 295 
ISOTOPES, RADIOACTIVE 
—use of isotopes in surgical research, 470 
JOINTS 
—cancer of the bone and joint, 544 
internal derangements of the knee, 335 
observations on the management of suppura- 
tive arthritis of the knee joint, 334 
results of Putti’s para-articular arthrodesis 
in tuberculosis of the knee joint, 462 
—temporomandibular joint arthrosis and _ its 
treatment by extirpation of the disc, clini- 
cal study, 202 
KIDNEYS 
diseases: 
conservative surgery in hydronephrosis, 149 
four cases of tuberculosis of the kidney, 150 
malignancy of the kidney, survey of 195 
cases, 155 
renal infarction, clinical and possible surgi- 
cal entity, 533 
insufficiency: 
post-traumatic renal insufficiency, 339 
physiology: 
renal function studies in the wounded, 338 
—renal salvage, 311 
tumors: 
—Wilm’s tumor in the adult, review of litera- 
ture and report of three additional cases. 
311 
wounds and injuries: 
trauma to the kidney, mechanism of injury, 
diagnosis and management, 534 
LARYNX 
surgical treatment for carcinoma of the lar- 
ynx, 70 
LIPS 
double clefts of the lip, 55 
-Estlander-Abbe operation in treating secon- 
dary harelip deformities and defects of the 
upper lip resulting from cancer, 54 
should the neck nodes be dissected in pa- 
tients with carcinoma of the lip? 52 
—treatment of carcinoma of the lips, 57 
MEDIASTINUM 
—bronchiogenic cysts of the mediastinum, 496 
—mediastinal cysts and tumors, 83 
—operative exposure of the blood vessels in the 
superior anterior mediastinum, 497 
MENSTRUATION 
presacral neurectomy for dysmenorrhea, 537 
MERCURY 
tattooing with mercury sulfide for intractable 
anal pruritus, 436 
MUSCLES 
—muscular defense and Head’s zones, 98 
—skin-muscle transplantations in treatment of 
chronic osteomyelitis, 460 
—studies on the scalenus anticus syndrome, 319 
—surgical treatment for symptoms produced by 
cervical ribs and the scalenus anticus mus- 
cle, 315 
NECK 
——acute injuries to the neck involving the food 
and air passages, 248 
tumors of the neck, 51 


NERVOUS SYSTEM 
abnormalities: 
deformities of dural pouches and strictures 
of dural sheaths in the cervical region pro- 
ducing nerve-root compression, 35 
congenital anomalies of the neural axis, sur- 
gical management based on neurologic con- 
siderations, 390 
indications and technic in the treatment of 
the humerus associated with paralysis of 
the radial nerve, 455 
anatomy and histology: 
ganglia in the communicating rami of the 
cervical sympathetic trunk, 245 
effect of drugs on: 
neurological complications after spinal anes- 
thesia, 3 
procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
tetra-ethyl-ammonium as an adjunct in the 
treatment of peripheral vascular disease 
and other painful states, 174 
inflammation: 
plantar digital neuritis, Morton’s metatar- 
salgia, 393 
physiology: 
cutaneous areas denervated by upper thoracic 
and stellate ganglionectomies determined 
by the electrical skin resistance method, 48 
residual sympathetic pathways after paraver- 
tebral sympathectomy, 487 
surgery: 
concerning surgical treaiment of traumatic 
injury of the upper division of the brachial 
plexus (Erb’s-type), 485 
evaluation of routine exposure of the recur- 
rent nerves during thyroid operations, 491 
gastric neurectomy for gastric and duodenal 
ulceration, anatomic and clinical study, 113 
operative and postoperative management of 
hypertensive patients undergoing thoraco- 
lumbar sympathectomy, 395 
partial excision of the motor cortex in treat- 
ment of jacksonian convulsions, results in 
forty-one cases, 33 
plasma silk suture of nerves, 392 
-presacral neurectomy for dysmenorrhea, 537 
section of the vagus nerves to the stomach in 
the treatment of peptic ulcer, complications 
and end results after four years, 290 
surgery of the seventh nerve, 485 
surgical relief of spasticity in paraplegic pa- 
tients, I, anterior rhizotomy, 36 
suture of war injuries to peripheral nerves, 
clinical studies of results, 43 
sympathectomy for obliterative arterial dis- 
ease, indications and contraindications, 247 
symposium on vagotomy for peptic ulcer, IT, 
early surgical results in forty-three cases. 
283 
thoracolumbar sympathectomy for hyperten- 
sion, improvements in paravertebral and 
transpleural routes to facilitate extensive 
neurectomy, 245 
transthoracic vagotomy, 112 
treatment of pancreatic pain by splanchnic 
nerve section, 306 
unilateral frontal hyperhidrosis relieved by 
supra-orbital nerve section, 45 
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vagotomy for peptic ulcer, theoretical back- 
ground and clinical results, 505 
tumors: 
cystic teratomas and teratoid tumors of the 
central nervous system in infaney and 
childhood, 23 
extramedullary spinal cord tumors, 40 
neurinomas of the cerebellopontile 
clinical study of one hundred and sixty 
cases including operative mortality and end 
results, 28 
wounds and injuries: 
—-nerve lesions complicating 
bone injuries, 243 
peripheral injuries to the spinal accessory 
nerve, 44 
treatment of injuries of the brachial plexus, 


recess, 


certain closed 


42 
OVARY 
—ovarian conservation during surgery, with 


reference to bilateral dermoids and endo- 
metriosis, 447 
PAIN 
—muscular defense and Head's zones, 98 
procaine block of the sympathetic nerves in 
the study of intractable pain and circula- 
tory disorders, 247 
—surgical relief of pain in paraplegic patients, 
242 
tetra-ethyl-ammonium as an adjunct in the 
treatment of peripheral vascular disease 
and other painful states, 174 
—-treatment of pancreatic pain by splanchnic 
nerve section, 306 
—visceral pain, 384 
PANCREAS 
—acute pancreatitis, 524 
acute pancreatitis, statistical review of 307 
established cases of acute pancreatitis, 441 
—contributions to the knowledge of pancreatic 
reflux as an etiologic factor in chronic af- 
fections of the gall bladder, experimental 
study, 524. 
—one stage pancreatoduodenectomy, 147 
—pancreatic calculi, 305 
—problems involved in pancreatoduodenal re- 
section, 525 
—surgery of the pancreas, 307 
—total pancreatectomy, 522 
treatment of pancreatic pain by splanchnic 
nerve section, 306 
PARALYSIS 
—concerning surgical treatment of traumatic 
injury of the upper division of the brachial 
plexus (Erb’s-type), 485 
evaluation of curare in spasticity due to 
spinal-cord injuries, 483 
indications and technic in the treatment of 
fracture of the humerus associated with 
paralysis of the radial nerve, 455 
plastic surgical closure of decubitus ulcers 
in patients with paraplegia, 37 
~surgical relief of pain in paraplegic patients, 
242 
surgical relief of spasticity in paraplegic pa- 
tients, I, anterior rhizotomy, 36 
PENICILLIN 
acute suppurative tenosynovitis treated with 
systemic penicillin, 380 
noma of the cheek treated with penicillin, 14 


—penicillin in the treatment of chronic osteo- 
myelitis, 331 
penicillin-treated series of cases of osteomyel- 
itis in childhood, 195 
PHARMACOLOGY 
—action of tetraethyl ammonium bromide, 451 
-comparative study of the action of demerol 
and opium alkaloids in relation to biliary 
spasm, 301 
streptomycin, bacteriology, pharmacology and 
clinical uses, 12 
PROSTATE 
endocrine therapy in carcinoma of the pro- 
state, preparation of patients for radical 
perineal prostatectomy, 156 
-etiology of benign prostatic hypertrophy, 309 
hemoglobinemia accompanying transurethral 
resection of the prostate, 153 
—-prostatic surgery and heart disease, 527 
—retropubic prostatectomy, 528 
retropubic prostatectomy, extravesical tech- 
nique, report of 32 cases, 529 
some observations on transurethral prostatic 
resections, 154 
PROTEINS 
‘management of protein deficiency in surgical 
patients, 375 
post-operative hypoproteinemia after gastrec- 
tomies, 423 
PRURITUS 
—tattooing with mercury sulfide for intractable 
anal pruritus, 436 
RESPIRATORY TRACT 
—-pulmonary edema, experimental observations 
on dogs following peripheral blood loss, 
342 
-—spontaneous pneumothorax, clinical study of 
one hundred consecutive cases, 403 
—-thoracic tenderness in pulmonary infarction, 
376 
cancer: 
carcinoma of the lung, 76 
—present status of the surgical treatment of 
carcinoma of the lung, 78 
primary carcinoma of the lung, with invasion 
of the ribs, pneumonectomy and simulta- 
neous block resection of the chest wall, 77 
—primary pulmonary malignancy treated by re- 
section, 80 
pulmonary resection for solitary metastatic 
sarcomas and carcinomas, 75 
~-surgical aspects of bronchogenic carcinoma, 
79 
surgery: 
—-anesthesia in the surgical treatment of bron- 
chiectasis, 369 
—decortication in chronic empyema of tubercu- 
lous origin, 262 
further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 
improved surgical methods in closures of the 
open pneumothorax, adapted to wound lo- 
calization, 263 
~-recent advances in pulmonary surgery, 258 
tumors: 
—adenoma of the bronchus, review of fifteen 
cases, 494 
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wounds and injuries: 
early treatment of chest wounds by intra- 
pleural suction, 401 
pathogenesis of cardiovascular disturbances 
in traumatic pneumothorax, experimental 
study, 402 
RIBS 
surgical treatment for symptoms produced by 
cervical ribs and the scalenus anticus mus- 
cle, 315 
ROENTGENOGRAPHY 
roentgenographic studies of the gastrointes- 
tinal tract following section of the vagus 
nerves for peptic ulcer, 421 
SCIATICA 
sciatica resulting from hernia of the intet 
vertebral disk, report of 157 cases of whom 
17 were operated, 391 
SKIN 
experimental and clinical studies of reduced 
temperatures in injury and repair in man. 
Il, effects of moderate cold and refrigera- 
tion of human skin, 551 
composite free grafts of skin and cartilage 
from the ear, 60 
cutaneous cancer in Finland, clinical and 
radiotherapeutic study of 1,068 cases, 20 
investigation of the bacterial flora, disinfec- 
tion and disinfectants of the skin, 13 
plastic repair of the extremities by nontubu- 
lated pedicle skin flaps, 489 
skin-muscle transplantations in treatment of 
chronic osteomyelitis, 460 
SPINAL CORD 
cystic teratomas and teratoid tumors of the 
central nervous system in infancy and 
childhood, 23 
deformities of dural pouches and strictures 
of dural sheaths in the cervical region pro- 
ducing nerve-root compression, 35 
evaluation of curare spasticity due to 
spinal-cord injuries. 483 
extramedullary spinal cord tumors, 40 
occurrence of extensor spasm in patients with 
complete transection of the spinal cord, 484 
surgical relief of pain in paraplegic patients. 
242 
surgical relief of spasticity in paraplegic pa- 
tients, |, anterior rhizotomy, 36 
SPINE 
dermatome hypalgesia with posterolateral her 
niation of lower cervical intervertebral dise. 
38 
dislocation and fracture-dislocation of the 
spinal column, 41 
end-result study of the intervertebral disc, 39 
sciatica resulting from hernia of the inter- 
vertebral disk, report of 157 cases of whom 
17 were operated, 39] 
STENSON’S DUCT 
successful primary repair of lacerated Sten- 
son’s duct, 53 
STOMACH 
aftermath of gastrectomy, 506 
-antethoracal transplantation of the stomach 
in the treatment of congenital atresia of the 
thoracic esophagus, preliminary report, 410 
—carcinoma of the stomach, 510 
experimental evaluation of ligature of stom- 
ach vessels for peptic ulcer, 426 


gastro-esophageal resection and total gas- 
trectomy in the treatment of bleeding vari- 
cose veins in Banti’s syndrome, 539 
gastrostomy, statistical review of one hun- 
dred ninety-nine cases, 511 
hypertrophic pyloric stenosis, 425 
hypoglycaemia following partial gastrectomy, 
107 
intrapleural resection of the esophagus and 
the heart, total gastrectomy with one-step 
esophagogastric, and esophagojejunal anas- 
tomoses in cancer, 270 
late effects of total gastrectomy in man, 418 
—post-operative hypoproteinemia after gastree- 
tomies, 42:5 
prevention of evacuation difficulties of the 
stomach after partial gastrectomy, 109 
principles governing total gastrectomy, report 
of forty-one cases, 286 
report on surgery of the stomach and duo 
denum for 1946, 508 
subtotal gastrectomy for gastric ulcer, study 
of end results, 284 
surgical treatment of cancers of the gastric 
cardia, 500 
surgical treatment of cardiospasm, 501 
total gastrectomy, 110, 111 
STREPTOMYCIN 
streptomycin, bacteriology, pharmacology and 
clinical uses, 12 
streptomycin in the treatment of draining 
tuberculous sinuses, 15 
surgical use of streptomvein. 379 
SURGERY 
education of the surgeon, 218 
experiences in the surgical treatment of mul- 
tiple visceral neoplasms, 277 
experiences with a bone bank, 545 
recent advances in pulmonary surgery, 258 
report on surgery of the stomach and duo- 
denum for 1946, 508 
Shattuck lecture, surgery in the aged, 553 
surgical teaching in America, 554 
surgical use of streptomycin, 379 
use of isotopes in surgical research, 470 
plastic: 
composite free grafts of skin and cartilage 
from the ear, 60 
—Dupuytren’s contracture, 546, 547 
early treatment of maxillofacial battle casual- 
ties, résumé of four hundred and twenty- 
one Cases, 56 
evolution of mould arthroplasty of the hip 
joint, 463 
fascia lata grafts for chest wall defects, 93 
flexor-tendon grafts to the finger and thumb, 
205 
free tendon grafts in secondary flexor tendon 
repair, 206 
—plastic repair of the extremities by non- 
tubulated pedicle skin flaps, 489 
postoperative results in primary tendon suture 
of the hand and wrist, 207 
recent developments in plastic surgery, 251] 
reconstruction of opposition digits for muti- 
lated hands, 467 
reconstruction of the burned hand, 490 
—restoration of the thumb by transplantation, 
plastic repair and prosthesis, 465 
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skin-muscle transplantations in treatment of 
chronic osteomyeltis, 460 
successful primary repair of lacerated Sten- 
son’s duct, 53 
surgical treatment of pressure sores, 372 
postoperative care: 
early mobilization of patients after major sur- 
gical procedures, 7 
operative and postoperative management of 
hypertensive patients undergoing thoraco- 
lumbar sympathectomy, 395 
postoperative complications: 
-talcum powder granuloma, frequent and seri- 
ous post-operative complication, 230 
preoperative care: 
preparation of patients for laparotomy, 100 
thiouracil, preoperative use in four hundred 
patients with severe hyperthyroidism, 68 
technic: 
-method of uretero-intestinal anastomosis, pre- 
liminary report, 532 
—surgical correction of hypertrophy and ptosis 
of the female breast, clinical investigation 
of 300 cases with examination of a new 
method, 273 
SUTURES 
metallic sutures and ligatures, 228 
plasma silk suture of the nerves, 392 
SWEAT GLANDS 
unilateral frontal hyperhidrosis relieved by 
supraorbital nerve section, 45 
SYMPATHECTOMY 
cutaneous areas denervated by upper thoracic 
and stellate ganglionectomies determined 
by the electrical skin resistance method, 48 
operative and postoperative management of 
hypertensive patients undergoing thoraco- 
lumbar sympathectomy, 395 
residual sympathetic pathways after para- 
vertebral sympathectomy, 487 
-surgical considerations of the treatment of 
hypertension, 47 
surgical treatment of essential hypertension, 
46 
sympathectomy for obliterative arterial dis- 
ease, indications and contraindications, 247 
thoracolumbar sympathectomy for hyperten- 
sion, improvements in paravertebral and 
transpleural routes to facilitate extensive 
neurectomy, 245 
TALC 
talcum powder granuloma, frequent and seri- 
ous post-operative complication, 230 
TENDONS 
acute suppurative tenosynovitis treated with 
systemic penicillin, 380 
flexor-tendon grafts to the finger and thumb. 
205 
free tendon grafts in secondary flexor tendon 
repair, 206 
-postoperative results in primary tendon suture 
of the hand and wrist, 207 
THORAX 
—-anesthetic mortality in intrathoracic surgery, 
259 
cavernostomy, 265 
early treatment of chest wounds by intra- 
pleural suction, 401 
fascia lata grafts for chest wall defects, 93 


further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyema, 264 
—improved surgical methods in closures of the 
open pneumothorax, adapted to wound lo- 
calization, 263 
primary carcinoma of the lung, with invasion 
of the ribs, pneumonectomy and simulta- 
neous block resection of the chest wall, 77 
resection of chest wall tumors, report of two 
cases, 400 
surgical management of large defects of the 
thoracic wall, 92 
surgical treatment for symptoms produced by 
cervical ribs and the scalenus anticus mus- 
cle, 315 
thoracic tenderness in pulmonary infarction, 
376 
THROMBOSIS 
~anticoagulant treatment of postoperative ve- 
nous thrombosis and pulmonary embolism, 
374 
postthrombotic sequelae of the lower extrem- 
ity, treatment by superficial femoral vein 
interruption and stripping of the saphenous 
veins, 322 
THYROID 
cancer: 
carcinoma of the thyroid, 253 
malignant goiter, lessons to be learned from 
a 20 year follow-up, 492 
-——malignant goiters, 66 
papillary carcinoma of the thyroid and lat- 
eral cervical region, so-called “lateral aber- 
rant thyroid,” 257 
hyperthyroidism: 
thiouracil and allied drugs in hyperthyroid- 
ism, 493 
thiouracil, preoperative use in four hundred 
patients with severe hyperthyroidism, 68 
—thyrotoxic crisis, analysis of thirty-six cases 
seen at the Massachusetts General Hos- 
pital during the past twenty-five years, 256 
use of thiouracil, thiobarbital and propyl 
thiouracil in patients with hyperthyroidism, 
253 
physiology: 
exophthalmos and tissue changes in the 
guinea pig following administration of the 
thyroid stimulating hormone of the pitui- 
tary gland, 67 
radioactive iodine in the study of thyroid 
physiology, VII, the use of radioactive 
iodine therapy in Graves’ disease, 67 
surgery: 
evaluation of routine exposure of the recur- 
rent nerves during thyroid operations, 491 
surgery of the thyroid gland, 64 
surgical therapeutic significance of the func- 
tional behavior of thyroid nodules, 71 


tumors: 
—hyperfunctioning single adenoma of the thy- 
roid, 63 
malignant adenoma of the thyroid, with sec- 
ondary metastases to bone, 69 
—metastatic 
gland, 70 


hypernephroma of the thyroid 
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TRAUMA 
—-diagnosis of abdominal trauma in warfare, 
101 
injuries to the hip joint, traumatic disloca- 
tions incurred chiefly in jeep accidents in 
World War II, 327 
post-traumatic renal insufficiency, 339 
—trauma to the kidney, mechanism of injury. 
diagnosis and management, 534 
traumatic intracranial hemorrhage, 233 
TUBERCULOSIS 
decortication in chronic empyema of tuber- 
culous origin, 262 
resection in pulmonary tuberculosis, 405 
streptomycin in the treatment of draining 
tuberculous sinuses, 15 
TUMORS 
—benign and malignant tumors of the small 
intestine, 119 
benign central cartilaginous tumors of bone, 
194 
does biopsy in cases of malignant tumor harm 
the patient? 21 
examination of serous fluids by the cell-block 
technic, 18 
mediastinal cysts and tumors, 83 
plasma ceil tumors of bone, 461 
resection of chest wall tumors, report of two 
cases, 400 
tumors of the carotid body, 50 
-tumors of the neck, 51 
adenoma: 
adenoma of the bronchus, review of fifteen 
cases, 494 
—hyperfunctioning single adenoma of the thy- 
roid, 63 
malignant adenoma of the thyroid, with sec- 
ondary metastases to bone, 69 
hypernephroma: 
-metastatic hypernephroma of the thyroid 
gland, 70 
medulloblastoma: 
medulloblastoma cerebelli, diagnosis. trea! 
ment and survivals, with a report of fifty 
six cases, 387 
meningiomas: 
intracranial meningiomas, surgical results, 31 
posterior fossa meningiomas, 388 
neurinoma: 
neurinomas of the cerebellopontile recess. 
clinical study of one hundred and _ sixty 
cases including operative mortality and 
end results, 28 
noma: 
-noma of the cheek treated with penicillin, 14 
pheochromocytoma: 
surgical aspects of bilateral familial pheo- 
chromocytoma, 529 
pinealoma: 
role of pinealomas in the causation of dia- 
betes insipidus, 238 
polypi: 
familial polyposis of the colon, two families, 
five cases, 129 
sarcoma: 
pulmonary resection for solitary metastatic 
sarcoma and carcinomas, 75 
synovioma: 
malignant neoplasm originating in synovial 
tissues (synoviomata), 179 


teratomas: 

cystic teratomas and teratoid tumors of the 
central nervous system in infancy and 
childhood, 23 

therapy: 

-benign cysts of the brain, analysis with com- 
parison of operative and non-operative 
treatment in thirty cases, 482 

surgical experience with tumors of the pitui- 
tary glands, 481 

surgical treatment of tumors of the pituitary 
body, 240 

Wilms’s:—-See Kidneys, tumors. 
LCERS 
decubitus: 

operative treatment of decubitus ulcer, 219 

plastic surgical closure of decubitus ulcers 
in patients with paraplegia, 37 

surgical treatment of pressure sores, 372 

experimental: 

chemical, physiological, and pathological ob- 
servations on the role of pepsin and hydro- 
chloric acid in the production of experi- 
mental ulcers, 113 

intestinal: 

primary nonspecific ulcers of the small in- 
testine, 513 

peptic: 

acute perforation of peptic gastroduodenal 
ulcers, analysis of 240 cases operated, 419 

behavior of gastric and duodenal ulcer in a 
fishing district in the north of Norway, 287 

experimental evaluation of ligature of the 
stomach vessels for peptic ulcer, 426 — 

gastric neurectomy for gastric and duodenal 
ulceration, anatomic and clinical study, 113 

haematemesis and melaena with special ref- 
erence to bleeding peptic ulcer, 420 

reoperative surgery for recurrent peptic ulcer- 
ations, 108 

results of surgical treatment for gastric ul- 
cer, 507 

roentgenographic studies of the gastrointes- 
tinal tract following section of the vagus 
nerves for peptic ulcer, 42] 

section of the vagus nerves to the stomach in 
the treatment of peptic ulcer, complications 
and end results after four years, 290 

subtotal gastrectomy for gastric ulcer, study 
of end results, 284 

symposium on vagotomy for peptic ulcer, Il, 
early surgical results in forty-three cases, 
283 

treatment of duodenal ulcer, 107 

vagotomy for peptic ulcer, theoretical back- 
ground and clinical results, 505 

tRINARY TRACT 

carcinoma of the urethra in the female, 441 

method of uretero-intestinal anastomosis, pre- 
liminary report, 532 

ureteral diverticulum, classification of the 
literature and report of an authentic case, 
310 

RINATION 
surgical cure of urinary incontinence in wom- 
en, 163 
—surgical reatment of urinary incontinence, 162 
UTERUS 
—carcinoma of the uterus. 165 
cesarean hysterectomy, 165 
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+lective indication for hysterectomy in benign 
processes, basis for preference for the pan- 
hysterectomy is given, 447 

endometriosis as a cause of intestinal obstruc- 
tion, 434 

endometriosis as a cause of obstruction of 
the intestine, 517 

experiments with p-aminobenzenesulfonamide 
in the prophylaxis of infections arising 
during brachyradium therapy of cervix car- 
cinoma, 163 

vaginal smears as an aid in the diagnosis of 
early carcinoma of the cervix, 167 


VEINS 


applied anatomy of the femoral vein and its 
tributaries, 323 

disasters following the operation of ligation 
and retrograde injection of varicose veins, 
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gastro-esophageal resection and total gastrec- 
tomy in the treatment of bleeding varicose 
veins in Banti’s syndrome, 539 

postthrombotic sequelae of the lower exirem- 
ity, treatment by superficial femoral vein 
interruption and stripping of the saphenous 
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simplification of the diagnosis of varicose 
veins, 32] 
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and air passages, 248 

early treatment of chest wounds by intra- 
pleural suction, 401 

early treatment of maxillofacial battle cas- 
ualties, résumé of four hundred and twenty- 
one cases, 56 

further observations on the dissection of vis- 
ceral pleural synechias, as a method of 
eliminating pleural cavities in chronic gun- 
shot pleural empyemas, 264 

gun-shot wounds of the thigh, 189 

mechanism and management of injuries of 
the head, 22 

observations on the early management of gun- 
shot wounds of the arteries, 450 

penetrating wounds of the cerebral ventricles, 
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post-traumatic renal insufficiency, 339 

renal function studies in the wounded, 338 
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—wound healing studies on several substances 
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